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Abstract 
 
Background 
Persecution and conflicts in countries like Vietnam and Myanmar force many to flee their countries 
to those with more resources, such as Australia, in search of a better life. However, maternal 
integration into the new society is often compounded by the task of nurturing her infant while she 
navigates unfamiliar and contrasting socio-cultural norms, ideologies and expectations. While 
global data show that child malnutrition due to sub-optimal feeding practices are high in lower 
income countries, there is no recent data that showcase the infant feeding experiences of refugee 
mothers from Vietnam and Myanmar in Australia or globally. Thus, an understanding of the beliefs, 
practices and experiences related to infant feeding decisions in their new homeland would help 
healthcare and policy sectors focus attention on aspects of maternal infant feeding negotiations that 
require attention. 
 
Research objectives 
This research was designed to understand infant feeding beliefs, practices and experiences, and the 
cultural meanings of maternal and infant health in Vietnamese and Myanmarese refugee women in 
Australia. The objectives were to 1) define the post-birth rituals and its connection with infant 
feeding; 2) understand the cultural definition and maternal management of optimal infant health in 
changing contexts; 3) explore infant feeding experiences in relation to societal norms, networks and 
social structures pre- and post-resettlement; and 4) examine the embodied experiences of nurturing 
in traditional and modernistic contexts. 
 
Methodology  
This study employed qualitative research methods to explore the infant feeding experiences of 
Vietnamese and Myanmarese mothers who have resettled in Brisbane, Australia. 
Phenomenological-, feminism-, and postmodern- informed methodological frameworks were used 
to guide data collection through in-depth interviewing and drawing methods. Most mothers had one 
follow-up interview and were given the freedom to express their voices through artwork at their 
preferred phase of the interview. Data surrounding infant feeding beliefs, practices, experiences and 
negotiations in social spheres were gathered. Verbal and visual data were analysed thematically and 
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using the critical visual analytical framework respectively and later juxtaposed with the interview 
themes. There were thirty-eight participants; 16 from Vietnam and 22 from Myanmar. Half of the 
Vietnamese mothers were recent arrivals (< 10 years), while the remainder arrived in Australia as 
children or teenagers (> 20 years). Participants from Myanmar were all recent arrivals (< 10 years), 
and from four ethnic groups (Karen, Karenni, Chin and Kachin).  
 
Results and discussions 
The findings and discussion of this study were situated within four theories: Liminality; Maternal-
infant Embodiment and Inter-embodiment; Motherhood Risk and Responsibility; and Bourdieu’s 
Theory of Practice. Four main themes were derived from the data: Infant feeding beliefs; Maternal 
ways of knowing infant health and growth; Negotiations of infant feeding beliefs, practices and 
experiences in changing socio-cultural and medicalised contexts; and the embodiment of infant 
feeding in changing contexts. Breastfeeding was seen as an embodied behaviour and breast milk as 
an embodied bodily fluid; both were interdependent of the other. Breast milk was thought to be of 
optimal quality for infant growth and development when the mother, infant and cultural 
environment were in a state of elemental harmony and oneness. Childbirth was thought to 
contribute to maternal bodily vulnerability and disharmony, while conformity to heat-enhancing 
postpartum rituals established a state of bodily strength and elemental harmony. Maternal ill health, 
emotional stressors and disconnection from support networks and ritualistic environments 
contributed to the use of alternative feeding methods to protect the infant from health risks that may 
be transmitted through breast milk. The vulnerability of mothers who were recent arrivals was 
frequently compounded by negotiations with unfamiliar socio-cultural environments. Issues such as 
the medicalisation of infant feeding, negotiating ‘foreign’ healthcare systems, work ideologies that 
necessitate maternal-infant separation, and sexualisation of the breast often instilled feelings of 
doubt about their capacity as nurturers. Often, this contributed to the cession of breastfeeding and 
subsequent use of infant formula. Mothers who could communicate in English and those who were 
educated in Australia or had familial support networks were able to integrate into and negotiate 
Australian norms while maintaining their identity as breastfeeding mothers. This study provides 
new knowledge especially in respect to embodied experiences that were predominantly expressed 
through drawing exercises, since some descriptions are inexpressible with words and many recent 
arrivals, in particular, struggled to verbalise their life journeys.   
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Conclusion and recommendations  
Since infant feeding does not stand alone but is tempered with contextual negotiations, multilevel 
societal interventions would be valuable in supporting breastfeeding practice in the context of 
refugee motherhood. It is suggested that fostering a culturally sensitive, knowledgeable and 
integrative healthcare system, educational programs, community support groups and social spaces 
would aid maternal integration into a new society. 
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CHAPTER 1  
Introduction 
 
 
Many have questioned, “Why a doctorate on infant feeding experiences in refugee women when 
you are neither a mother nor refugee?”. My journey to this area of research stems from a detour my 
life took during the final semester of my undergraduate studies in Biotechnology. Unlike others in 
the course, my final dissertation discussed the factors influencing maternal infant feeding decision-
making. I soon became actively involved in helping mothers to breastfeed based on the medicalised 
‘best’, and I developed a passion to understand the infant feeding experiences of my ‘silenced’ late 
mother, who left behind some writings and other informal communication with her trusted friend 
during their private conversations. Using the concept of ‘sociological imagination’ in which Mills 
(2000) proposes the distinction of personal troubles and public issues, my recall of my mother’s 
experience kindled in me a determination to understand mothers who share similar experiences. In 
this thesis, I present myself as a breastfeeding advocate, but I understand the issues surrounding 
mothers who were unable to breastfeed. Van Esterik and O’Connor (2017) suggest that although 
breastfeeding (or infant feeding) may be seen as a biological process, it is profoundly ingrained 
within the social spheres that people live in. Thus, I too argue that the cultural and social norms of 
infant feeding need to be taken into consideration alongside its biological purpose and the 
medicalised concept of ‘best’ while addressing issues surrounding sub-optimal infant feeding 
practices. This introductory section will further delineate the experience of my mother and convey 
how her infant feeding experiences were closely related to those of refugees.  
I theorise that my mother had her personal experience of the ‘East to West’ shift upon 
marrying my late father. She was an ethnic minority from a distant and impoverished region of 
Malaysia. She was poor, uneducated and could not speak the Tamil language, the only language 
used in my father’s family. She shifted to the more affluent side of Malaysia upon marrying my 
father. My father was of Indian ethnicity and besides the Tamil language, conversed fluently in 
English and Malay, which enabled him to communicate with my mother. Because of economic 
necessity, my mother lived with my father’s family while he travelled for work. However, within 
the Indian cast system, my mother was academically, culturally, socially, linguistically and 
financially ‘inadequate’ compared to that of my father’s family, who treated her like an ‘alien’. She 
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was disconnected, vulnerable, oppressed, and voiceless as she struggled to communicate her 
experiences openly.  
Ironically, this coincided with my mother’s childbearing phase of life, which medical 
anthropology addresses as a phase of vulnerability when women require the highest degree of 
support, affection and care (Liamputtong, 2007a). Because, by Indian tradition, mothers-in-law 
have an authoritarian hold over their daughters-in-law, my mother had to resume her homemaker 
and child-caring roles soon after discharge from hospital, although she culturally believed this was 
deleterious for her recovery and lactation capabilities. 
While breastfeeding was my mother’s cultural norm of infant feeding, formula-feeding was 
the cultural norm of my father’s family where breastfeeding was seen as a symbol of poverty, 
similar to worldviews where breastfeeding is frequently associated with peasants (Farb & 
Armelagos, 1980). Therefore, after giving birth, my mother was instructed by her parents-in-law to 
bind her breasts so that breast milk would not ‘come in’, and my siblings and I were fed with breast 
milk substitutes such as evaporated milk and infant formula. My mother frequently related how the 
disconnection from her family and husband, her inability to follow postpartum behavioral and 
dietary rituals, and the bitterness from not being able to breastfeed her children as culturally 
inscribed brought about a sense of failure, guilt and regret. This, according to her, inevitably 
impacted on her mothering role. At times, she expressed the abovementioned feelings using a 
Malay metaphor ‘bagaikan dililit ular’, which translates into ‘strangled by a snake’. Similar 
experiences have been described by South Asian women where the competing roles as mother and 
daughter-in-law led to formula-feeding (Choudhry & Wallace, 2012). In addition, the unintended 
use of infant formula due to lack of support networks to conform to postpartum rituals in Canada 
rendered Vietnamese refugees accountable to their community, since they failed to preserve their 
culture in the new homeland (Groleau & Sibeko, 2012).   
 I believe that my mother’s experiences were closely allied to those of refugees who may 
often suffer a destruction of social and cultural expectations upon resettlement (Schmied, Olley, 
Burns, Duff, Dennis & Dahlen, 2012), since the success of breastfeeding to them is closely 
intertwined with childbirth and ritualistic beliefs. Furthermore, issues of familial feeding 
preferences and increased financial capital upon migration or resettlement led mothers to switch 
from breastfeeding to formula-feeding (Groleau & Rodríguez, 2009; Groleau, Sigouin & D'souza, 
2013; Maharaj & Bandyopadhyay, 2013). This leads me to contend that she was a refugee in her 
own way. Similar findings were mirrored in studies involving refugees where the differences in 
diet, lifestyles, familial conflicts and stress were a barrier to breastfeeding in their new homeland 
(Rossiter, 1992a; Liamputtong, 2002; Groleau, Soulière & Kirmayer, 2006; Hufton & Raven, 2014; 
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Tyler, Kirby & Rogers, 2014; Kuswara, Laws, Kremer, Hesketh & Campbell, 2016). Thus, since 
infant feeding is culturally situated in traditional societies and breastfeeding is a low-cost preventive 
intervention in tackling child health inequalities, knowledge regarding maternal experiences of 
infant feeding prior to and upon resettlement is paramount to crafting appropriate health promotion 
strategies. 
 
Refugees are people who have been forced to flee their home countries due to violence, persecution 
and war. Australia shares the responsibility for protecting these refugees and resolving their health 
disparities. The number of offshore visas granted under Australia’s Humanitarian Programme in the 
2013-2014 financial year was 13,764, with 43% being granted refugee status. The main groups 
resettled were from Afghanistan, Iraq and Myanmar (Australian Government, 2014). Literature has 
shown that many refugees face the challenge of negotiating the new societal expectations and health 
care systems that are unfamiliar with their language, backgrounds, traditional beliefs and practices, 
and prior experiences (Groleau et al., 2006; Murray, Windsor, Parker & Tewfik, 2010; Jessri, 
Farmer & Olson, 2013; Nicol, Al-Hanbali, King, Slack-Smith & Cherian, 2014).  
The influx of refugees continues to alter Australia’s population demographics in terms of 
culture and diversity. The most recent census shows that almost half (49%) of Australians were 
either born overseas (1st generation Australian) or one or both parents were born overseas (2nd 
generation Australian) (Australian Bureau of Statistics, 2017). Mothers from culturally and 
linguistically diverse (CALD) backgrounds are reported to have lower rates of breastfeeding than 
the general Australian population (Scott & Binns, 1999; Arora, Manohar, Hayen, Bhole, Eastwood, 
Levy & Scott, 2017). In the past two decades, the infant feeding practices and experiences of Thai 
(Liamputtong & Naksook, 2001a, 2001b), Japanese (Utaka, Li, Kagawa, Okada, Hiramatsu & 
Binns, 2005), Hmong (Liamputtong, 1999, 2002), Chinese (Langdon, Johnson & Diong, 2000; 
Binns, Li & Zhang, 2003; Li, Zhang, Scott & Binns, 2004; Kuswara et al., 2016), Indian (Maharaj 
& Bandyopadhyay, 2013), Afghanistani (Tsianakas & Liamputtong, 2007), Sudanese (Tyler et al., 
2014), Cambodian (Hoban & Liamputtong, 2013), Vietnamese (Mathews & Manderson, 1980; 
Rossiter, 1992a, 1992b, 1998; Rossiter & Yam, 2000) and African (Gallegos, Vicca & Streiner, 
2015) cultural groups have been studied in the Australian context. Further information about these 
studies can be found in Chapter 3. Considering I am an Asian and my mother’s experience was 
closely woven in the Asian tradition, it seemed appropriate for me to study refugee women from 
Asia. There are no recent studies investigating the experiences of motherhood and infant feeding in 
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refugee women from Vietnam or Myanmar in Australia. Therefore, this study considers women 
from these two countries. 
According to infant feeding indicators across East and Southeast Asian countries, exclusive 
breastfeeding rates of infants under six months are lowest in Myanmar and Vietnam, with figures of 
11% and 15.5% respectively. The use of infant formula was the main reason for the low rates of 
exclusive breastfeeding in Vietnam, while the use of condensed and emulsified milk and non-milk 
liquids (water) in addition to breast milk was high in Myanmar (Dibley, Senarath & Agho, 2010; 
Henry, 2015; Thet, Khaing, Diamond-Smith, Sudhinaraset, Oo & Aung, 2016). Data in both 
countries also show that the rates of breastfeeding reduces and bottle-feeding of infant formula rises 
with socio-economic development (Senarath, Dibley & Agho, 2010; Thet et al., 2016).  
However, not much is known about infant feeding outcomes for refugee women who were 
forced to leave these countries due to socio-economic exclusion and persecution. The effect of these 
experiences are important because sub-optimal and inappropriate infant feeding practices account 
for almost 800,000 deaths annually in children under 5 years of age (Victora, Bahl, Barros, França, 
Horton, Krasevec, Murch, Sankar, Walker & Rollins, 2016), and many of these deaths occur within 
the refugee sphere (Smith, Johnson, Nyland & Bates, 1988; Aakre, Lilleengen, Aarsand, Strand, 
Barikmo & Henjum, 2016). Additionally, apart from the infant feeding trends and norms in their 
homeland, the infant feeding decisions of women from refugee backgrounds come with a number of 
concerns. This is because their feeding decisions are compounded by stressors during displacement 
and definitive resettlement; especially when they juggle racial, cultural and language differences 
with the indigenous populations in the countries of transit and new homeland (Straub, Melvin & 
Labbok, 2008; Gallegos et al., 2015). In the case of this study, ‘former’ or ‘established’ Vietnamese 
arrivals fled their country as child- and teenage- refugees more than two decades ago, while recent 
arrivals, who were boat arrivals, were housed in onshore detentions centres (on mainland Australia) 
before being granted asylum. Myanmarese mothers however, gained their refugee status prior to 
resettlement and were thus incorporated into the community upon arrival to Australia.   
 The Situation in Vietnam  
Vietnam is bordered by the South China Sea, China, Laos and Cambodia. Vietnamese cities include 
Hanoi in the north and Ho Chi Minh City, which is closer to the southern regions of Vietnam. The 
Vietnamese war in the 1970s, between the northern and southern provinces has been a main cause 
for resettlement. The first wave of Vietnamese arrivals in 1975 were young and well-educated 
English-speaking Catholics, while the second wave from 1978 involved a more diverse group of 
boat people of different ethnicities, religions and languages. They were less educated, less literate 
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and not as familiar with western thought and culture compared to the less rural initial arrivals. The 
third wave of Vietnamese refugees arrived under the Family Reunion Program from 1982 onwards 
(Goldman, 2009). However, over the past few years, there have been a fourth wave of Vietnamese 
boat arrivals who were initially housed in onshore detention centres (Department of Home Affairs, 
2018).  
Much of the data surrounding infant feeding in Vietnam has focussed on the advantaged 
urban population; where the practice of formula-feeding is high due to the increasing proportion of 
women who engage in the workforce (Dibley et al., 2010). The urban working class women chose 
to formula-feed as early as during their postpartum hospital stay (Nguyen, Withers, Hajeebhoy & 
Frongillo, 2016). The decision to formula-feed was also determined by exposure to infant formula 
brands and commercials via mass media (Duong, Binns & Lee, 2005). Infant feeding decisions of 
women from the rural regions in Vietnam were, however, more likely to be influenced by their 
intimate social networks. These women were less likely to introduce solid food at 6 months if they 
worked as farmers, had a lower level of education, or if their dominant female relatives and peers 
were in favour of long-term breastfeeding. Additionally, infants were more likely to be fed solid 
food at the recommended 6th month if their parents had a higher income and were living 
independently from influential others (Duong et al., 2005). With reference to child malnutrition, 
older data from the National Institute of Nutrition & UNICEF (2003) revealed that the weight-for-
age and height-for-weight malnutrition rates were 36.0% and 39.4% in the  North Central region, 
compared to 24.4% and 26.2% in the poorer Southeast regions in Vietnam.  
The infant feeding experiences of Vietnamese refugee arrivals in Sydney in the 1970s to 
1980s have been studied previously. However, the numbers of refugees from poorer Vietnamese 
regions are once again growing in onshore detention centre. Infant feeding narratives of 
‘recent/new’ refugees who arrived in Australia in the last ten years may be different from the 
women previously studied. In addition, no data is available on infant feeding views and experiences 
of ‘former/established’ arrivals who resettled as child- and teenage- refugees more than two decades 
ago and who have been educated in Australia. The contrast between the experiences of divergent 
groups of Vietnamese mothers would be an interesting contribution to literature. 
 The Situation in Myanmar  
Myanmar (also known as Burma), once dubbed the ‘rice bowl of Asia’ due to its fertile land, is now 
ranked among the world’s ten poorest countries with nearly half of its population living below the 
poverty line. There are approximately 135 ethnic groups in Burma. The majority Burman (Bamar) 
ethnic group controls the military and government. The remaining one-third of the population are 
 6 
 
ethnic minority groups including the Karen (Kayin), Mon, Shan, Chin, Rakhine, Kachin, Karenni 
(Kayah) and Rohingya groups. Decades of oppression and human rights violation have forced 
almost two million citizens to flee into neighbouring countries such as Thailand, India, Bangladesh 
and Malaysia as refugees before being resettled in western countries (International Organization for 
Migration, 2005). 
To date, there is a dearth of data surrounding the infant feeding experiences of mothers in 
Myanmar, especially those of the oppressed ethnic minority. A recent study by Thet et al. (2016) in 
the urban and rural areas of Laputa revealed that the main reason for introducing solid food (mashed 
rice) and water before the globally recommended time-frame was the perception that breast milk 
alone was insufficient for the growth of infants. The need to return to work, issues of maternal 
health, and preservation of the maternal bodily beauty were other reasons for an earlier termination 
of breastfeeding.  
With one of the world’s least functioning health systems, the national health indicators in 
Myanmar was once among the worst in Southeast Asia. While Mullany, Lee, Yone, Paw, Oo, 
Maung, Lee, & Beyrer (2008) previously reported the under-five mortality rate in Myanmar was 
104/1000 deaths, more recent data shows that the numbers halved to 50.8/1000 in 2016 (World 
Data Atlas, 2016). Myanmar is also reported to have the fourth highest prevalence of underweight 
children in the Asian region (Chaparro, Oot & Sethuraman, 2014). In addition, a recent health 
survey revealed that one in four children (22.6%) under the age of 5 were moderately underweight 
and 5.6% of children were severely underweight (UNICEF, 2011). These yet prevailing figures 
signify a need for attention. 
Since global resettlement statistics show that between 2004 and 2016, people from 
Myanmar were the largest source of resettled refugees worldwide; accounting for over 200,000 
displaced people (Refugee Council of Australia, 2017), an exploration of infant feeding practices 
and experiences of recently-arrived Myanmarese refugees in Australia is needed. Careful attention 
to their beliefs, norms, barriers and facilitators for feeding their children according to 
recommendations would be important in tackling their health inequalities. The dearth of literature 
on infant feeding practices of Myamarese refugee mothers both in Australia and globally, except for 
one study conducted among Karen refugees in the Thai-Myanmar border (White, Carrara, Paw, 
Dahbu, Gross, Stuetz, Nosten & McGready, 2012), suggests an important knowledge gap. Thus, my 
study focuses on understanding the motherhood and infant feeding experiences of ethnic minorities 
from Myanmar (Karen, Karenni, Chin and Kachin) who have recently resettled in Australia.  
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The main purpose of this study was to understand and characterise maternal beliefs, practices and 
experiences surrounding infant feeding in view of the contradiction and conflicting socio-cultural 
environments endured as refugee women from Vietnam and Myanmar in Brisbane, Australia. An 
understanding of their experiences of social and cultural disconnection, shifting ideologies and 
interactions with infant feeding promotion pre- and post-resettlement would be paramount in 
addressing the disparities of infant feeding practices in order to tailor strategic implications for 
healthcare, practice, education and policy. Thus, this study was driven by the following objectives 
and research questions: 
 
1. To define post-birth rituals related to infant feeding and the perceptions and meaning of 
breast milk, infant formula, complementary feeding and weaning.  
2. To understand the cultural definition of good infant health and to probe how mothers 
determine and ensure infant health and growth pre- and post-resettlement.  
3. To explore infant feeding practices and experiences pre- and post-resettlement including 
different societal norms, networks and structures.  
4. To examine how mothers epitomise their role as nurturers throughout their child’s life and in 
shifting traditional and western contexts. 
 
1. What are maternal perceptions of infant feeding and its connection with postpartum beliefs 
and practices?  
2. How do mothers nurture their infants to best health in traditional and in changing contexts?   
3. How do mothers negotiate their infant feeding beliefs and practices in differing social 
structures and ideologies?  
4. What is the embodied experience of motherhood in relation to feeding a child?  
 
In addressing these questions, a qualitative approach was adopted in order to develop a 
comprehensive understanding of the women’s experiences of infant feeding and how it related to 
motherhood. Data collection was situated within phenomenological-, feminist- and postmodern-
informed methodological frameworks. Phenomenological data collection approaches were used as a 
means for mothers to share their real life experiences, feminist methods of inquiry gave voice to the 
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often marginalised voices of refugee women; while the postmodern line of questioning was used to 
uncover the multiple subjectivities that have yet to be explored in this subject area. Data was 
predominantly collected via in-depth interviewing methods. However, like participants in any cross-
cultural research (Liamputtong, 2007b; Bagnoli, 2009), some mothers found it difficult to articulate 
their experiences verbally. While most of the qualitative studies concerning refugee women 
employed face-to-face interviews and focus group discussions, innovative data collection methods 
such as visual based methods were rarely considered. I considered that unique and hidden themes 
would emerge if innovative methodologies were used in these studies. Thus, in order to develop a 
more comprehensive understanding for researchers and healthcare professionals, my aim was to 
employ the drawing method of data collection in conjunction with the interviews. This was to give 
all participants a choice in how they preferred to articulate their experiences, which in turn enabled 
new and unique themes to be explored and clarified. This is because images are evocative, portray 
different parts of human consciousness and demonstrate realities in different ways (Weber, 2008). 
Verbal data was thematically analysed, while visual data was analysed using the critical visual 
analytical framework and was a means of validating the verbal data.   
 
This research bases its findings and discussion on four theories, which will be discussed in greater 
depth in Chapter 4. In short, the liminality theory developed by Turner (2009) proposes the weak 
physical health of mothers and infants after childbirth and maternal transition and integration as 
nurturers in a new homeland. The ‘embodiment and inter-embodiment’ concept proposed by 
Lupton (2013) and aspects of cultural elemental harmony (Chen, 2010) are used to understand the 
embodied experience of breastfeeding from a personal and sociocultural level, and ways in which 
mothers ‘know’ that their infants are healthy and sufficiently fed. The motherhood ‘risk and 
responsibility’ theory, established by Murphy (2000) and reframed to fit the contexts and 
understanding of traditional societies by Liamputtong (2009), establishes ways in which mothers 
nurtured their infants and preserved their infants from health risks during the spatial transition as 
refugee women. Finally, the theory of practice by Bourdieu (1984, 1987) is used to justify the 
capacity and power possessed by mothers to negotiate the norms and ideologies to various socio-
cultural environments.   
 
Before proceeding further, it is important to clarify some terms and definitions that will be used 
throughout the thesis. In this thesis, the term ‘traditional’ will be used to describe the customary 
beliefs and practices of women who were originally, or whose parents and ancestors were 
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originally, from ‘non-white’ countries. The use of this terminology does not indicate that these 
mothers have yet to come into the light of modernity, since the majority have, but is used for the 
ease of comparing their unique and valuable cultural health beliefs that are not held by individuals 
from Anglo-white backgrounds.  
It is also noteworthy to delineate the global health guidelines. In relation to infant nutrition, 
the World Health Organisation recommends exclusive breastfeeding (without fluid and food 
supplementations except medications) for six months to achieve optimal health, growth and 
development. After 6 months, the infant should be given safe and nutritious complementary food, 
while breastfeeding is continued until the second year and beyond (World Health Organisation, 
2011).  
Additionally, since perspectives of motherhood and infant feeding of migrants have been 
incorporated in this thesis due to the dearth of refugee literature, I also distinguish the difference 
been migrants and refugees. Migrants are people who move voluntarily from one country to another 
in search of job opportunities and better living conditions, while refugees are forced to leave their 
countries because they are at risk of or have experienced persecution (Settlement Services 
International, 2018). In this thesis, refugees who arrived in Australia over the span of the past 10 
years will be referred to as ‘new’ or ‘recent’ arrivals, while those who arrived two or more decades 
ago will be cited as ‘older’, ‘former’ or ‘established’ arrivals. Also, mothers who originated from 
Vietnam will be termed as ‘Vietnamese’, while those from Myanmar will be referred to as 
‘Myanmarese’.   
 
Following this introductory chapter, Chapter 2 explores the relevant literature to the concepts that 
support this study; studies regarding infant feeding experiences of women from refugee and 
traditional backgrounds are examined. Chapter 3 includes a synthesis of 14 qualitative Australian 
studies involving women in the migratory paradigm. Chapter 4 outlines the four theories used to 
drive, explain and discuss the research findings. Chapter 5 describes the methodological approach 
and data collection methods used in the study, how the study process was carried out and some 
limitations of the methods used, while Chapter 6 demonstrates the struggles and uniqueness of 
using the drawing method of data collection with refugee women. Chapters 7 to 10 showcase the 
findings of this study. Specifically, Chapter 7 investigates perceptions of the maternal body after 
childbirth and recovery rituals exclusive to mothers from each cultural and ethnic group, and also 
the connection with beliefs surrounding infant feeding. Chapter 8 focuses on the maternal-infant 
health connection from their traditional cultural worldview, and demonstrates how the mothers’ 
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perceptions of health and growth changed in the shifting context of resettlement. Chapter 9 explores 
negotiations of the infant feeding beliefs and practices with the norms, social structures, healthcare 
policies and societal ideologies of the western context of living. Chapter 10 shares the embodied 
experience of motherhood in relation to infant feeding, and demonstrates how contact with western 
technological norms and societal ideologies engendered disembodiment that led to questioning of 
their natural role as nurturers. Chapter 11 provides an in-depth discussion of the research findings in 
the context of global literature and was framed by the theories discussed in Chapter 4. This 
discussion chapter also demonstrates new knowledge gained through the use of drawing as a 
research method, identifies the strengths and limitations of this study and provides a framework of 
the dimensions of infant feeding experiences encountered by refugee women from traditional 
backgrounds. Finally, Chapter 12 concludes the thesis by summarising the key findings, and also 
provides recommendations for healthcare, education, policy and future research so that the infant 
feeding experiences of refugee women could be better supported.  
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CHAPTER 2  
Review of Literature 
 
 
While Chapter 1 outlined the reason for this research and provided some general information about 
infant feeding in Vietnam and Myanmar, this chapter and the next discusses the literature relevant 
to the aims of the thesis in more detail. Since infant feeding practices and experiences of women 
from refugee backgrounds are under-represented in literature, this review also includes literature 
concerning migrant women. Chapter 2 delves into factors that affect infant feeding decisions among 
migrants and refugees globally, while Chapter 3 focuses on the Australian context. Chapter 2 covers 
infant feeding recommendations and rates; gives a brief overview of beliefs surrounding infant 
feeding methods and the postpartum period; discusses the embodied experience of infant feeding 
with regards to child health; and finally demonstrates infant feeding issues that women from the 
migratory paradigm encounter in diaspora, such as concerns surrounding milk supply. Chapter 3 is a 
meta-synthesis of fourteen published journal articles concerning infant feeding practices and 
experiences of women from migratory background in Australia over the past four decades. It 
discusses the ways mothers fitted into their roles as nurturers in a new homeland that differed in 
ideologies, norms, resources and healthcare structures. It also expands and provides more detail on 
many of the issues raised in Chapter 2. 
 
Exclusive breastfeeding and timely introduction of appropriate complementary food is universally 
hailed as health-giving for infants, and has been actively promoted by health care professionals, and 
national (National Health & Medical Research Council, 2012) and international organisations 
(World Health Organisation & UNICEF, 2003; American Academy of Pediatrics, 2012). Infants 
who are not exclusively breastfed are more likely to suffer from multiple infectious and metabolic 
diseases (Grummer‐Strawn & Rollins, 2015; Lodge, Tan, Lau, Dai, Tham, Lowe, Bowatte, Allen & 
Dharmage, 2015; Victora et al., 2016). Some studies also suggest that early introduction of 
complementary foods may lead to increased risk of chronic disease (Tarini, Carroll, Sox & 
Christakis, 2006; Bowatte, Tham, Allen, Tan, Lau, Dai & Lodge, 2015). Alternatively, introducing 
solid foods too late may cause deficiencies of zinc, protein, iron and vitamins B and D which could 
suppress a child’s growth (Butte, Lopez-Alarcon & Garza, 2002). In addressing these disparities, 
the World Health Organization (WHO) and National Health and Medical Research Council 
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(NHMRC) in Australia recommend that infants be fed nothing but breast milk for the first 6 months 
of life. After this time, both organisations recommend the introduction of nutritionally-adequate and 
safe complementary foods while breastfeeding is continued for 12 months (American Academy of 
Pediatrics, 2012; National Health & Medical Research Council, 2012) or up to 2 years (World 
Health Organisation & UNICEF, 2003), and then for as long as the mother and infant desire.  
Despite these important recommendations and pervasive ‘breast is best’ imperative, the 
Australian breastfeeding rates drop from an initial high of 96 percent of infants at birth to only 15 
percent of infants who were exclusively breastfeed at five months (Australian Institute of Health 
and Welfare, 2011). This low exclusive breastfeeding rate at the 6th month mark is also mirrored 
across other Western societies, such as 18.8% in the United States of America (National Center for 
Chronic Disease Prevention and Health Promotion, 2014) and 1% in the United Kingdom 
(UNICEF, 2012) and 26% in Canada (Gionet, 2015). In all of these countries, optimal breastfeeding 
of infants below the age of one has been heavily promoted. They are also major destinations for 
migration and resettlement, although breastfeeding rates have generally represented the general 
population with little attention given specifically to the growing ethno-cultural groups. Factors 
noted for the cessation of breastfeeding among migrants are often comparable to that of the general 
population. These include the perception of insufficient milk supply, perception that formula milk is 
an equal alternative, the need to return to paid employment, perceived lack of social support for 
breastfeeding, and lack of access to information and professional support regarding breastfeeding 
(Kelly, Watt & Nazroo, 2006; Arora et al., 2017).  
Data gathered from literature on migrant and refugee infant feeding practices are limited and 
inconsistent. In some cases, their breastfeeding rates and duration surpasses the local population 
(Gibson-Davis & Brooks-Gunn, 2006; Merten, Wyss & Ackermann-Liebrich, 2007; Steinman, 
Doescher, Keppel, Pak‐Gorstein, Graham, Haq, Johnson & Spicer, 2010). However, migrant and 
refugee populations have lower rates of breastfeeding initiation, duration and exclusivity compared 
to the host population (Madanat, Farrell, Merrill & Cox, 2007). Similarly, in a recent Australian 
study, Vietnamese women were found to have lower odds of breastfeeding initiation compared to 
Australian-born women (Arora et al., 2017). Often, infant feeding decisions are made in accordance 
to the various contexts in which women live (Liamputtong, 2011). Immigrants face issues that are 
structurally- and culturally-focused, as they negotiate infant feeding decisions through contradicting 
and conflicting environments (Schmied et al., 2012). Concerns such as language barriers, shifting 
maternal roles, poor health care access, disconnection from traditional practices and familial or 
community support, conflicting professional advice, food security, medicalisation of infant feeding 
and sexualisation of the breasts burden mothers from refugee backgrounds as they maneuver in their 
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new environment (Rossiter, 1998; Liamputtong & Naksook, 2001a; Maharaj & Bandyopadhyay, 
2013; Gallegos et al., 2015).  
In addressing these conflicts and to effectively increase breastfeeding rates, it is important to 
appreciate the lay understanding or perceptions of breastfeeding, complementary feeding and 
weaning practices in traditional societies (Desclaux & Alfieri, 2009; Amir, 2011; Liamputtong, 
2011). This is because while health care professionals focus on medical discourses surrounding 
infant feeding practices, mothers base their infant feeding decisions on their perceptions, 
experiences, cultural beliefs, family demands and socio-economic circumstances (Pak-Gorstein, 
Haq & Graham, 2009; Van Esterik & O'Connor, 2017). 
 
Infant feeding is a significant human experience that is not simply about meeting a child’s 
nutritional needs, but is also imbued with social, emotional, sexual and cultural meanings and 
experiences of the mother and her wider social milieu (Callaghan & Lazard, 2012). Women from 
traditional cultures have been known to breastfeed their children for up to the second year of life or 
beyond (Liamputtong & Naksook, 2001a; Liamputtong, 2002; White et al., 2012; Gallegos et al., 
2015). Traditionally, these mothers practiced child-led weaning, where their infants weaned 
naturally when the subsequent child was born (Liamputtong, 1999) or when the mother became 
pregnant again (Liamputtong & Naksook, 2001a; Gallegos et al., 2015). In cases where the child 
refused to wean off the breast, substances were rubbed on the nipples to discourage the child from 
breastfeeding (See Chapter 3.7.3 for further details).  
Despite breastfeeding being a transgenerational social norm of infant feeding in most 
traditional communities, poverty, food insecurity and limited knowledge on the best way to feed 
their infants often contributed to sub-optimal feeding practices in refugee populations (Rossiter, 
1992b, 1992a; Liamputtong, 2002; White et al., 2012; Kimani‐Murage, Wekesah, Wanjohi, 
Kyobutungi, Ezeh, Musoke, Norris, Madise & Griffiths, 2015). The practices of pre-lacteal feeding, 
prolonged exclusive breastfeeding, and early or delayed introduction to complementary foods were 
widespread in these communities (Hashimoto & McCourt, 2009; Jessri et al., 2013). Based on the 
global rate of under-five mortality in developing and under-developed countries (as mentioned in 
Chapter 1.2), it is important to distinguish the reason for these sub-optimal practices by 
understanding the meanings and perceptions of infant feeding in different cultures due to its rich 
‘symbolic content’ (Liamputtong, 2011).  
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Breastfeeding is viewed as the fulfilment of the maternal role, health-giving for both mother and 
infant, and as a source of bonding that shapes the character of the child (Rossiter, 1998; Hofmann, 
De Allegri, Sarker, Sanon & Bohler, 2009). In the Thai (Liamputtong & Naksook, 2001a), Bambara 
in Mali (Dettwyler, 1987) and sub-Saharan African (Hofmann et al., 2009) communities, these 
perceptions predominantly arise because of the view that breast milk is made up of the same 
components as maternal blood. It also leads to the understanding that breast milk has the capacity to 
transmit disease such as HIV to the infant (Hofmann et al., 2009; Hufton & Raven, 2014; 
Suwankhong & Liamputtong, 2017). However, there are cases where women from refugee 
backgrounds perceive breast milk differently, especially when infant formula is only used by 
women with HIV (White et al., 2012) or in the richer class prior to resettlement (Gallegos et al., 
2015) (refer to Chapter 3.6.1). 
Mothers from some parts of the world also believe that breastfeeding is how the child 
becomes accustomed to cultural flavours from an early age, and is also how mothers learn about the 
suitability of food for their infants. Middle Eastern (Jessri, Farmer & Olson, 2015) and Chinese  
(Chen, 2002) women believed that since the mother’s body is the foundation of breast milk 
production, food that is consumed by her would affect her breast milk and subsequently her child. 
In their respective beliefs, any food that is greater than the infant’s level of tolerance would cause 
rashes on the infant’s skin, for example, when spicy food was consumed (Middle-Eastern beliefs) or 
overly ‘hot’ food or shellfish (Chinese beliefs). This manifestation of infant intolerance had to do 
with the traditional beliefs surrounding the hot and cold continuum (described further in Section 
2.5). In response, mothers either continued their usual food consumption with the view that the 
child’s body would acquire tolerance with time (Jessri et al., 2015), or treated the intolerance by 
reviewing their diet and ensuring that it complied with the culturally-prescribed food for breast milk 
production (Chen, 2002). Further details on the ‘hot’ and ‘cold’ nature of food are discussed in 
Chapter 3.6.2. 
Mothers also used similar trial and error methods when determining the optimal timing for 
solid food introduction and the child’s acceptance of certain types of food (Jessri et al., 2015). In 
addition, anthropology defines solid food introduction from a broader sense of just giving food but 
regards it as a process of introducing children into the community (Liamputtong, 2002; Van Esterik 
& O'Connor, 2017). The timing and nature of complementary food introduction in traditional 
societies is also dependent on the symbolic food for each cultural group and the observation of 
physical readiness of the child. For example, Middle Eastern mothers introduced mashed dates, rice 
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water and pudding as early as the first month of life, and then they gradually introduced other food. 
This is based on the Islamic teaching where the introduction of sweet tasting food is important to 
balance the ‘cold’ nature of breast milk and table foods that may cause gastrointestinal problems 
(Jessri et al., 2015). Further aspects of the nature and progression of solid food introduction are 
discussed in Chapter 3.7.2). 
 
Mothers from Indochina (China, Vietnam and Cambodia) and mainland Southeast Asian 
(Myanmar, Thailand, Malaysia, Singapore) view breast milk as a natural food, and perceive its 
production to be closely linked to the mother’s body and diet (Liamputtong, 1998; Liamputtong, 
2000b; Naser, Mackey, Arthur, Klainin-Yobas, Chen & Creedy, 2012; Sein, 2013; Fadzil, 
Shamsuddin & Wan Puteh, 2016). Therefore, their feeding beliefs are strongly entwined within 
beliefs and practices surrounding childbirth and postpartum recovery. Childbirth is thought to result 
in a state of bodily vulnerability, openness and coldness for the mother, due to the loss of vital 
energy (Groleau et al., 2006). Childbirth has been depicted as a crab that just changed its shell (in 
the Vietnamese belief system), or that of crossing a big sea (in the Cambodian belief system). The 
vulnerability and coldness is believed to be a barrier from acquiring ‘vital health’ – a state that is 
required for ‘good’ breast milk production (Tung, 1980; Liamputtong, 2000b; Groleau et al., 2006). 
‘Good’ milk is described as delicious, and makes the baby grow quickly and strong in the Hmong 
perspective (Liamputtong, 2002) and thick and white in the Thai viewpoint (Liamputtong & 
Naksook, 2001a).  
In order to counter the humoral coldness and vulnerability, mothers are subjected to 
behavioural and dietary confinement rituals/rules, or ritualistic observances that focus on promoting 
bodily rest and warmth and limiting exertion such as vigorous movements that would strain the 
mother’s weak body. For example, lifting heavy objects is believed to cause uterine prolapse 
(Rossiter, 1992b; Liamputtong Rice, 1993; Liamputtong, 1998; Groleau et al., 2006). In addition, 
Hmong women are restricted from entering other people’s homes, since her body is seen to be dirty 
and may cause illness and negative emotions to the homes she visits (Liamputtong, 2000a). In terms 
of dietary rituals, each culture has its own set of foods that induce or suppress lactation. Mothers 
believe that chicken and green vegetables (Hmong); banana flower, white peppers, dry shrimp and 
ginger (Thai); pig trotters, papaya, sweet potatoes, lotus seeds and nuts (Vietnamese); peanut, rice 
and cassava leaves (African) cooked as a soup or stew could increase breast milk production 
(Liamputtong, 1999). Some of these foods carry culturally symbolic meaning. For example, the 
many flowers (little fruits) within the banana represent fertility in the Thai culture. In addition, the 
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white sap called ‘nom hua plee’ or ‘banana flower milk’ within these flowers is also thought to 
contribute to breast milk production (Yimyam, 1997; Liamputtong & Naksook, 2001a). However, 
these rituals are frequently governed by female family elders, since the new mother is required to 
rest and recuperate for the production of optimal milk (Chen, 2010). Further details on the 
rituals/rules and impact of food on breast milk production are discussed in Chapter 3.6.2).  
Conformity to rituals such as the Vietnamese body-roasting (Rossiter, 1992b; Groleau et al., 
2006), herbal sauna in the Thai culture (Liamputtong & Naksook, 2003) and consumption of pig 
feet and papaya soup among the Chinese (Chen, 2010), restores and reinforces the mother’s bodily 
strength and capacity as nourisher through breastfeeding (Whittaker, 2000). The maternal body is 
said to come to maturity through heat-enhancing rituals. However, the heat-based beliefs regarding 
maternal health and breast milk production differ between regions and countries. For example, the 
postpartum beliefs in Asian countries are governed by the hot/cold philosophies of the Vietnamese 
am/duong (Groleau et al., 2006), Chinese ying/yang (Chen, 2002) and Ayurvedic ‘vatta, pitta, 
kapha’ doshas (Valliantos, 2016, p. 126-127) health models, which strive to restore thermodynamic 
equilibrium within their confinement term. When the period of confinement is over, humorally cool 
and liquid foods are recommended to increase lactation (Fishman, Evans & Jenks, 1988), However, 
in some other cultures, the entry of heat into maternal milk is believed to be sub-optimal for 
newborns, for example in the Tanzanian health model (Mwaseba, Kaarhus & Mvena, 2016).   
Despite health care professionals being unequivocal about the value of colostrum to infant 
health, many Asian infants are denied colostrum because of traditional preference. Anchored in the 
belief that the ‘real’ breast milk comes in on the second or third day following childbirth, infants are 
subjected to wet-nursing or pre-lacteal feeding (Liamputtong, 1999; Liamputtong & Naksook, 
2001a; Gallegos et al., 2015). Hmong mothers, however, believe that colostrum is only present after 
the birth of the first child and not present after subsequent births as they breastfeed through their 
pregnancies (Liamputtong, 2002). The reason as why colostrum is rejected by some cultures is 
discussed in Chapter 3.6.1. However, a group of immigrant Chinese women in Canada fed 
colostrum to their infants based on the belief that breastfeeding is a natural process after childbirth 
and colostrum is a uniquely tailored nutritional fluid for infants (Chen, 2010). 
 
Breastfeeding is an embodied experience and beyond the concept of nutritional function that affects 
infant growth, but is also an emotional activity between mother and infant that requires navigation 
of the socio-cultural milieu (Spencer, 2007; Van Esterik & O'Connor, 2017). This leads to 
breastfeeding being viewed as an embodied experience in both traditional (Hashimoto & McCourt, 
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2009; Chen, 2010) and western societies (Schmied & Barclay, 1999; Schmied & Lupton, 2001; 
Groleau et al., 2013). To Chinese mothers in Chen (2010), breastfeeding entails a state of harmony 
of elements within the maternal body, the infant and the surrounding natural environment, which 
positions breastfeeding as a natural activity. Some Australian-born women in Schmied and Lupton 
(2001) viewed breastfeeding as a connected, harmonious and intimate relationship between mother 
and infant. This relationship positions the act of breastfeeding as one that involves intimacy, 
reciprocity and nurturance that requires one to be open to the other (Van Esterik & O'Connor, 
2017). 
Using the notion of embodied experience, Olin Lauritzen (1997) determined how mothers in 
Sweden made sense of their child’s health and well-being in relation to the maternal-infant bodily 
and social connection. She demonstrated how mothers read and observed the body signs of infants, 
and demonstrated how this intimate connection with the child established the stance of a responsible 
mother. In a later paper, Olin Lauritzen and Sachs (2001) demonstrated ways in which healthcare 
measurements (such as weight and growth charts) led to maternal anxiety about their milk supply 
and the health of their infant in comparison to the wider population of mothers. However, not much 
is known about maternal subjectivities in nurturing infants to health in difficult, risky and stressful 
situations. Scheper-Hughes (1987) conducted a study among Alto women in Brazil and 
demonstrated how maternal emotional responses to their child’s health was negatively impacted by 
poverty, scarcity and exclusion from the technological revolution. The sentiments and cultural 
meaning of maternal love and child death were constructed within experiences of attachment, 
separation and loss. Her study exemplified the notion of ‘selective neglect’ where mothers left their 
weak and ill infants, often because they were insufficiently fed, to die from a mingua (deficit of 
attention, care and protection) in a hammock. This decision pointed to a cultural metaphor known as 
luta that demonstrated the struggle between the strong and weak, and weak and weaker. Thus, in 
this community, only strong infants thrived. In an earlier paper, she demonstrated how mothers 
refrained from breastfeeding with the belief that their milk was sour, curdled, bitter, diseased and 
incapable of passing anything pure, when in real life it was a reflection of the mother’s own 
emotional bitterness of life conditions (Scheper-Hughes, 1984).  Her study, however, signalled the 
importance of understanding how mothers made sense of their child’s health and illness, and how 
stress impacts maternal emotional responses to care for infants, even within the context of socio-
economic poverty and scarcity similar to what refugee women endure.  
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Research indicates that the norm of bottle-feeding of infant formula, which developed in the mid- to 
late- 20th century, is a key barrier to breastfeeding (Hoddinott & Pill, 1999). Despite breastfeeding 
being a cultural norm in traditional societies, contact with westernisation and modernisation often 
led women to believe that infant formula was of equal or better quality than breast milk (Rossiter, 
1992a; Liamputtong, 2002; Maharaj & Bandyopadhyay, 2013). In part, this is because mothers 
embraced capitalism, food security, cleaner environments, employability and the western status of 
living in their new homeland (Liamputtong, 2002; Straub et al., 2008; Gallegos et al., 2015). These 
competing demands often contributed to maternal-child separation, while traditionally infants were 
attached to or close to their mothers at home or while working in the fields (Maharaj & 
Bandyopadhyay, 2013; Gallegos et al., 2015). Further aspects of the infant feeding socio-cultural 
negotiations encountered by migrant and refugee women in the western context are discussed in full 
in sections 3.5-3.7 of Chapter 3.  
The multifaceted situational changes that migrant and refugee women endure in their new 
homeland, such as separation from social networks and the lack of infrastructure to conform to 
traditional rituals induces stress, subsequently leads mothers to doubt their milk supply and capacity 
to nurture optimally (Straub et al., 2008; Tyler et al., 2014). This contributes to the perception of 
insufficient milk supply, also known as the insufficient milk syndrome (IMS). Despite being the 
most common reason for the introduction of formula milk worldwide (Dykes & Williams, 1999; 
Dykes, 2002, 2005), IMS is uniquely evident in mothers from traditional cultures post-resettlement. 
Prior to resettlement, they relied on traditional methods such as consuming soups and traditional 
herbal breast massaging to increase the breast milk flow (Rossiter, 1992b), but these were no longer 
available after resettlement. Groleau and Cabral (2009) contend that IMS is couched within a 
‘complex and synergistic interaction’ between the socio-cultural, physiological, feeding 
management and maternal psychological states. This is valuable in understanding experiences of 
refugee populations who have endured numerous socio-cultural disconnections and psychological 
trauma, such that they consider themselves ‘inadequate’ (Chin & Solomonik, 2009). Additionally, 
the ‘breast is best’ medical discourse which is prominent in the western world stamps the failure to 
breastfeed according to recommendations as ‘risky’, and thus instills a sense of guilt and failure in 
mothers (Cripe, 2009). Van Esterik and O’Connor (2017) refer to the nutritional analysis of breast 
milk as a product-process (breast milk-breastfeeding) separation of the modern world. Thus, there is 
a need to understand how mothers conceptualise best feeding methods, and to understand the 
conditions in which mothers think that breast milk would not be the preferred feeding option for the 
benefit of their infant’s health.   
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As discussed in Chapter 3.6.3, refugee mothers also expressed shame and stigmatisation 
with regards to breastfeeding in public, which led to the use of the bottle when out of their homes 
(Tyler et al., 2014; Gallegos et al., 2015). Despite breastfeeding being a biological norm in western 
countries, a natural inclination for every mother, the stigmatising phenomenon of breastfeeding in 
public spaces is often discouraging, not only for refugee women, but for all breastfeeding women. 
In relation to this, Brown (2015) asserts that ‘new mothers emerge into a formula-feeding culture 
where formula milk appears as the solution to public harassment, negative attitudes, and lack of 
support’ (p.57). It is therefore important to understand the traditional norm of breastfeeding in 
specific cultures, and to understand how they negotiated the gazes and reactions of the public in 
their new homeland.   
 
Several studies were conducted in the early 1980s and 1990s to assess the infant feeding beliefs, 
practice and experiences of Vietnamese refugees in Australia (Mathews & Manderson, 1980; 
Manderson & Mathews, 1981b; Rossiter, 1992b, 1998), the United States of America (Fishman et 
al., 1988) and the United Kingdom (Sharma, Lynch & Irvine, 1994). Later on, Groleau et al. (2006) 
explored the infant feeding experiences of Vietnamese immigrant women in Canada. In these 
studies, mothers generally traded breastfeeding for formula-feeding in their new homeland. This 
change was affected by disconnection from family and support networks, unfamiliarity with 
healthcare services, language barriers, maternal-infant separation due to shifting identities from 
home-based nurturers to one that worked outside their home, and the perception that infant formula 
was ‘modern’, more nutritious and controlled in composition compared to breast milk. While these 
studies included the experiences of the initial wave of refugee arrivals, little is known about the 
children of these refugees who grew up and were educated in a western setting, especially in terms 
of their adherence to traditional beliefs. In addition, no data is available for the new wave of 
Vietnamese refugees. 
Despite being the third largest group of refugees admitted to Australia, little is known about 
infant feeding beliefs, practices and experiences of the various Myanmarese ethnic groups that are 
entering the country, or how they are managing the resettlement process. Since infant feeding 
practices are culturally embedded and Myanmar is a multicultural country, it is important not to 
treat women from Myanmar as a homogenous entity. However, the only research paper about the 
postpartum practices of women in Myanmar treated the group as one entity (Sein, 2013), thus 
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lacking cultural variability. While there may be some similarities, there may also be some 
differences between the different ethnic groups from Myanmar. 
The available literature on infant feeding experiences of Myanmarese refugees is 
predominantly focused on those who are living in refugee camps on the Thai-Myanmar border. 
Karen refugees in Thailand viewed breastfeeding as convenient, strength and health-giving and also 
as a fulfillment of their maternal role. They perceived infant formula to be a practice of ‘other’ 
people such as those with HIV, the rich, working-class and those who lived where powdered milk 
was available (White et al., 2012). The basic living conditions in refugee camps such as housing in 
bamboo shacks and occasional access to shops and resources, the dread of deportation, fear of 
family safety and the lack of rights to lead a normal life could have led to the aforementioned 
perceptions (Hufton & Raven, 2014; Van den Berg, Madi, Khader, Hababeh, Zeidan, Wesley, El-
Kader, Maqadma & Seita, 2015; Pécoud, 2017).  
Another study on a population of refugees in Perth, Australia found that poverty concerns in 
refugee camps led Burmese mothers to replace infant formula with condensed milk or even honey 
and milk mixtures. For complementary feeding practices, these refugee mothers followed the infant 
feeding recommendations. However, there was a considerable disparity in the nature of food 
introduced, with a high level of juice and sweet bubble tea introduction by Karen mothers upon 
resettlement (Nicol et al., 2014). Overall, transgenerational norms are crucial in the Myanmarese 
culture as individuals adhere to the advice of their parents and elders all their lives (International 
Organization for Migration, 2005). Thus, this study seeks to explore the variations of infant feeding 
practices between the different ethnic groups from Myanmar, and understand the changes upon 
resettlement. 
 
This chapter provides a comprehensive examination of the literature concerning infant feeding 
beliefs, practices and negotiations of women from traditional cultural backgrounds in western 
countries, while the next chapter focuses on their experiences in Australia. Chapter 3, a manuscript 
of the meta-synthesis pertaining to infant feeding experiences of migrant and refugee women in 
Australia, further expands and details some issues that were raised in this chapter.   
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CHAPTER 3  
“Fitting-in” as Nurturers: A Meta-synthesis of Infant Feeding 
Practices and Experiences among Migrant and Refugee 
Women in Australia  
June Joseph, Wendy Brodribb, Pranee Liamputtong  
 
 
While Chapter 2 was a review of worldwide literature, in this chapter, I present a meta-synthesis of 
Australian literature in this subject area. The review was undertaken because each country is 
different, and a detailed understanding of infant feeding experiences among migrant and refugee 
women in the Australian context would assist in identifying gaps that need to be addressed. The 
chapter is written in the style of a journal article which in preparation for submission for 
publication. 
Infant nutrition during the first few years of life is an important predictor of health and well-
being. Statistics reveal that sub-optimal feeding contributes to approximately 800,000 deaths in 
children under the age of five annually (Victora et al., 2016). International guidelines recommend 
exclusive breastfeeding for the first six months, followed by the introduction of appropriate 
complementary foods while breastfeeding is continued for two years and then for as long as 
mutually desired (World Health Organisation, 2011). While breastfeeding is normative to women 
from low- and middle-income societies, its practice is often sub-optimal due to pre-lacteal feeding, 
shorter or prolonged exclusive breastfeeding, and early or delayed introduction to complementary 
food (Jessri et al., 2015; Wandel, Terragni, Nguyen, Lyngstad, Amundsen & de Paoli, 2016; 
Pitikultang, Khin, Siri & Taechaboonsermsak, 2017).  
Infant feeding practices of mothers from migrant and refugee backgrounds vary upon arrival 
in host countries. In some cases, their breastfeeding practices surpass the host population, while 
others have a lower duration and exclusivity compared to the locally born populations (Steinman et 
al., 2010). Furthermore, the practice of breastfeeding is considered to be lower in refugee 
populations when compared to voluntary migrants post-resettlement due to the socio-political 
context of structural changes affecting the former group in the host country (Liamputtong & 
Naksook, 2001a; Groleau et al., 2006; Hufton & Raven, 2014). While infant feeding in their 
traditional understanding of health and illness was ingrained within generational beliefs and 
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practices, infant formula is often positioned as a new and high-class western identity post-
resettlement (Gallegos et al., 2015; Hunter-Adams, Myer & Rother, 2016). Schmied et al. (2012) 
conducted a meta-ethnographic study that demonstrated the ‘contradicting and conflicting’ 
environments that mothers in the migratory context battle with in their host environment.  
 In line with the ‘contradictory and conflicting’ cultural expectations, some studies show that 
healthcare facilities frequently lack the cultural sensitivity to distinguish the cultural diversity held 
by women in the migratory paradigm (McFadden, Atkin & Renfrew, 2014; Schmied, Black, 
Naidoo, Dahlen & Liamputtong, 2017). Since sub-optimal infant feeding practices is a global 
concern in migratory contexts (Choudhry & Wallace, 2012; Jessri et al., 2015; Ross, Gallego‐Pérez, 
Lartey, Sandow, Pérez‐Escamilla & Hromi‐Fiedler, 2017) and Australia’s multicultural profile is 
increasing with time (Australian Bureau of Statistics, 2017), a systematic synthesis of studies in this 
scope could inform policy and practice. Thus, guided by a meta-synthesis approach, this chapter 
aims to systematically analyse Australian qualitative studies published over the past four decades 
with regards to infant feeding practices among refugee and migrant mothers from low- and middle-
income countries. The findings will enable health professionals and policy-makers to provide 
support for optimal infant feeding goals. 
 
 The escalating trend of migration and resettlement worldwide renders mothers ‘twice’ 
disadvantaged - ‘twice’ due to the dual battle of adapting to a new culture as well as 
juggling the tasks of child-bearing and child-rearing (including infant feeding)  
 Mothers navigate a cultural system in their new homeland, since all societies have traditions 
and intergenerational belief systems related to infant feeding 
 The healthcare sector should be informed of the cultural implications of migration on infant 
feeding choices in order to facilitate the achievement of optimal infant feeding goals 
 
The synthesis of papers incorporated in this review was guided by the seven phases approach of 
meta-ethnography, namely: identifying the area of interest, deciding its relevance, reading the 
studies iteratively, determining how studies mutually relate, translating studies into one another, and 
synthesizing and expressing the synthesis (Noblit & Hare, 1988). The inclusion criteria were 
qualitative papers involving healthy women from migrant and refugee backgrounds in Australia; 
originating from low-, middle-income and non-English speaking countries; on infant feeding 
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(breast, bottle, complementary feeding); and papers published in the English language between 
1980 to 2016.    
Search strategy: Computerised searches using the search terms delineated in Table 3.1 were 
conducted and revised in January 2017. The databases included CINAHL, ScienceDirect, 
MEDLINE, EMBASE Social Sciences, SCOPUS and PubMed from 1980 to 2016. The search 
terms included:  
Table 3.1: Search terms 
Refugee/Migrant AND Infant Feeding  AND  Australia  
immigrant*, migrant*, migrat*, 
emigrat*, immigrat*, displaced 
persons, ethnic*, non-english 
speaking background, NESB, 
Cultural Diversity,  Minority 
Groups, Transients and Migrants,  
refugee*, asylum seeker*,  
resettle*, re-settle*, forced 
migrant*, asylum*, humanitar*   
 breast feed*, breast feeds, breast 
feeding, breastfeed*, breast fed, 
lactation, newborn feeding*, infant 
feeding*, Infant Formula, infant 
formula, Bottle Feeding, bottle 
feed*,bottle fed, wean*,  
complementary feed*, solid food*  
 Australia* 
Figure 3.1: Search strategy and outcomes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
218 results returned from 
literature search  
187 titles and abstracts 
reviewed inclusion 
criteria  
14 papers retrieved  
3 papers 
included through 
back chaining  
17 papers read in full 
reviewed for quality 
3 papers excluded 
for poor reporting 
and methodological 
quality  14 papers included in 
the meta-synthesis  
31 duplicates 
removed  
173 did not meet 
inclusion criteria  
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Search results and data quality:  The search strategy and outcomes are shown in Figure 3.1. The 
search resulted in 218 papers. Removal of duplicates followed. The first author screened all titles 
and abstracts, removing papers outside the inclusion criteria. Fourteen articles were eligible for 
inclusion and another 3 articles were included through back-chaining, resulting in 17 papers for 
synthesis. These papers were evaluated for quality based on trustworthiness and value of study, 
using the Critical Appraisal Skill Programme tool (CASP, 2013). Since CASP does not use 
assessment scores, we adopted the 3-point rating system where a rating point is given for eight 
questions (questions 3-10) in the CASP checklist (Duggleby, Holtslander, Kylma, Duncan, 
Hammond & Williams, 2010). Studies were rated into strong (3), moderate (2) or weak (1) scores, 
with a maximum score of 24 indicating a very high quality study. Studies were categorised 
according to their quality, namely strong (24 points), moderate (16-23) or weak (8-15). The scores 
of the seventeen eligible papers are shown in Table 3.2. Three studies (Manderson & Mathews, 
1981a; Rossiter, 1992a; Rossiter & Yam, 2000) were excluded due to inadequate methodological 
and reporting rigour (weak scores).   
Data Analysis and Synthesis:  Data from 14 studies were extracted and synthesised. To ensure an 
interpretive analysis, we adopted the notion of first-, second- and third-order constructs that is 
frequently used in meta-synthesis studies (Munro, Lewin, Smith, Engel, Fretheim & Volmink, 
2007; Moolchaem, Liamputtong, O’Halloran & Muhamad, 2015). First-order constructs are themes 
found in the results section. The second-order construct is the author’s interpretation from the 
discussion section, while third-order constructs are a synthesis of the first- and second-order 
constructs. Studies were translated from one study to another (reciprocal translation) in order to 
‘harmonise’ themes between papers (Atkins, Lewin, Smith, Engel, Fretheim & Volmink, 2008). We 
designated the study by Gallegos et al. (2015) as the lead paper where the first set themes were 
identified. Second-order constructs were formed in a manner to juxtapose the first-order constructs 
and examine their relationship to one another. The authors’ interpretation in the discussion sections, 
used in the formation of third order constructs, was a means of ensuring trustworthiness. For 
example, the theme “Beliefs on breast milk and breastfeeding”, incorporated authors’ themes: ‘The 
beliefs purity of breast milk’ (Rossiter, 1992b), ‘Stigma of breastfeeding in public’ (Gallegos et al., 
2015), and ‘Impact of hospital care on breast milk production’ (Kuswara et al., 2016).  
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Table 3.2: Quality appraisal of the included reviewed papers 
CASP  
Paper  Clear 
aim 
Appropriate 
methodology 
Appropriate 
research 
design 
Appropriate 
recruitment 
strategy 
Data 
collection 
addressed 
the research 
issue 
Adequate 
consideration 
on researcher 
and participant 
relationship 
Ethical 
issue 
Sufficient 
rigor of 
data 
analysis 
Clear 
findings 
statement 
Valuable 
research 
Total 
score 
INCLUDED STUDIES  
(Mathews & 
Manderson, 1980) 
Yes Yes 3 3 2 3 1 2 2 3 19 
(Rossiter, 1992b) Yes Yes 3 2 3 1 2 3 3 3 20 
(Rossiter, 1998) Yes Yes 2 2 3 2 3 2 3 3 20 
(Liamputtong, 
2000b) 
Yes Yes 2 2 3 3 2 2 2 3 19 
(Liamputtong, 
1999) 
Yes Yes 3 3 3 3 3 3 3 3 24 
(Liamputtong, 
2002) 
Yes Yes 3 3 3 3 2 3 3 3 23 
(Liamputtong, 
2000a) 
Yes Yes 3 3 3 3 3 3 3 3 23 
(Liamputtong & 
Naksook, 2001a) 
Yes Yes 3 3 3 3 3 3 3 3 24 
(Liamputtong & 
Naksook, 2001b) 
Yes Yes 3 3 3 3 3 3 3 3 24 
(Hoban & 
Liamputtong, 
2013) 
Yes Yes 3 3 3 3 3 3 3 3 24 
(Maharaj & 
Bandyopadhyay, 
2013) 
Yes Yes 3 3 3 3 3 3 3 3 24 
(Gallegos et al., 
2015) 
Yes Yes 3 3 3 3 3 3 3 3 24 
(Tyler et al., 2014) Yes Yes 2 2 3 2 3 2 2 3 19 
(Kuswara et al., 
2016) 
Yes Yes 3 3 3 3 3 2 2 3 22 
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Table 3.3: Quality appraisal of the excluded reviewed papers 
CASP  
Paper  Clear 
aim 
Appropriate 
methodology 
Appropriate 
research 
design 
Appropriate 
recruitment 
strategy 
Data 
collection 
addressed 
the research 
issue 
Adequate 
consideration 
on researcher 
and participant 
relationship 
Ethical 
issue 
Sufficient 
rigor of 
data 
analysis 
Clear 
findings 
statement 
Valuable 
research 
Total 
score 
 
EXCLUDED STUDIES  
(Rossiter & Yam, 
2000) 
Yes Yes 1 2 2 1 3 1 1 2 13 
(Rossiter, 1992a) 
 
Yes Yes 1 2 2 1 3 1 1 2 13 
(Manderson & 
Mathews, 1981a) 
No No Not 
defined 
Not 
defined 
Not 
defined 
Not  
defined 
Not 
defined 
Not 
defined 
2 3 5 
Notes (scoring system) :  
1 point (weak) = offers little or no justification or explanation for a particular issue = Total score: 8 to 15 
2 points (moderate) = Addresses and discusses the issue but lacks elaboration = Total score = 16-23   
3 points = Article that consists of extensive justifications = Total score: 24 
 
 
 
 
 
 
 
 
 
 
 27 
 
Table 3.4: Included studies 
Study# Paper CASP 
score 
Author  
Territory  
 
Aim  Participants  Results  
1 
refugees 
1 19 Mathews, & Manderson 
(1980) 
Sydney  
 
To establish factors that affect maternal and child 
nutrition pre- and post- migration  
40 Vietnamese women Breastfeeding as 
traditional norm; infant 
formula as work 
identity 
 
II 
refugees 
2 20 Rossiter (1992b) 
Sydney  
 
To describe the health beliefs and infant feeding 
behaviour of Vietnamese women pre/post resettlement 
20 Vietnamese women Rituals; familial 
separation;  mothers as 
nurturers; infant 
formula as the western 
identity  
 
III 
refugees 
3 20 Rossiter (1998) 
Sydney  
 
 
To describe women’s decision making, experiences &  
breastfeeding perceptions  
124 Vietnamese women Support networks; 
nature of breastfeeding;  
cultural barriers in the 
Australian healthcare 
system  
 
IV 
refugees 
 
4 19 Liamputtong (2000b) 
Melbourne  
To understand the perspectives and experience of 
rooming-in among migrant women  
43 women;  
27 Hmong,  
8 Vietnamese,  
8 Cambodians 
Hospital policies and 
absence of support as a 
barrier to maternal 
health and breast milk 
production 
  
 5 24 Liamputtong (1999) 
Melbourne 
To examine infant weaning practices and the role of 
cultural beliefs and practices on infant feeding patterns 
among Hmong immigrants 
27 Hmong women  Beliefs and meanings 
surrounding infant 
feeding; impact of 
access factors on 
feeding practices 
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Table 3.4: Included studies (Continued) 
 6 23 Liamputtong (2002) 
Melbourne  
 
To discuss the beliefs, practices and changed patterns 
of infant feeding of Hmong women  
27 Hmong women ‘Fitting in’ - infant 
formula as western 
‘best’; maternal western 
identity.  
 7 
 
23 Liamputtong (2000a) 
Melbourne  
 
Examines pattern of puerperium  beliefs among 
Australian  Hmong women 
27 Hmong women, 3 
shamans, 2 medicine 
women and one magic 
healer 
Modification of rituals 
to ‘fit in’ the Australian 
social and healthcare 
environment; impact of 
access factors on 
postpartum beliefs  
V 
migrants 
8 24 (Liamputtong & 
Naksook, 2001a) 
Melbourne  
 
To examine the perceptions and experience of 
breastfeeding practices among Thai women  
30 Thai women Breast is ‘best’; breast 
milk beliefs; negotiation 
of conflicts surrounding  
traditional practice 
versus healthcare 
advices   
 9 24 (Liamputtong & 
Naksook, 2001b) 
Melbourne 
 
To examine patterns of introducing supplementary and 
solid food among Thai mothers 
30 Thai women Maternal negotiation of 
infant feeding beliefs 
upon immersion with 
the Australian feeding 
guidelines 
VI 
migrants 
10 24 Hoban, & 
Liamputtong (2013) 
Melbourne  
To explore the postpartum experiences of Cambodian 
born migrant women who gave birth for the first time  
20 Cambodian women Lack of postpartum 
supportive networks in 
Australia; social 
isolation  
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Table 3.4: Included studies (Continued) 
VII 
migrants 
11 
 
24 Maharaj, & 
Bandyopadhyay 
(2013) 
Melbourne  
 
To show how acculturation and cultural identity 
influence breastfeeding practices among Indian 
immigrants 
 12 case studies of Indian 
women in Melbourne 
over a 12 months period 
Lack of supportive 
networks; maternal 
desire to ‘fit in’ the 
Australian norms and 
feminie identity;  
‘adaptation’ to 
conflicting hospital 
policies and healthcare 
advice  
 
VIII 
refugees 
12 24 Gallegos et al. (2015) 
Brisbane & Perth  
To explore the experiences of breastfeeding among 
African women pre/post resettlement 
31 women ;  
3 from Sierre Leone, 9 
from Liberia , 4 from 
Burundi, 15 from Congo 
Infant formula the 
Australian ‘best’;  
imagery of the breast in 
the Australian society; 
lack of supportive 
networks  
  
IX 
refugees 
13 
 
19 Tyler et al. (2014) 
Toowoomba  
 
To highlight and compare immigrant Sudanese 
women’s infant feeding choices and patterns pre- and 
post-resettlement 
 10 Sudanese women Sociocultural 
limitations; desire to 
‘fit-in’ the western 
identity; healthcare 
support and limitations  
 
X 
migrants 
14 
 
22 Kuswara et al. (2016) 
Melbourne 
To explore Chinese immigrant mothers experiences of 
feeding their infant and perceptions of infant growth  
 36  Chinese women Negotiations to 
conflicting views from 
familial elders; role of 
healthcare 
professionals; beliefs 
surrounding infantile 
growth and wellness 
with regards to infant 
feeding methods 
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Three hundred and ninety-nine participants shared their stories across ten studies published in 14 
papers (Table 3.4). Six studies involved refugees while four involved voluntary migrants.  
Participants were those who had migrated to Australia from Africa, Cambodia, China, India, Laos, 
Thailand and Vietnam. Those from the African continent were from Burundi, Liberia, Sierra Leone, 
Sudan and the Democratic Republic of Congo (DRC), while those from Laos were from the Hmong 
ethnic group. Participants were distributed across New South Wales, Victoria, Western Australia 
and Queensland. All participants were mothers, except for one man in Gallegos et al. (2015) and six 
traditional healers in Liamputtong (2000a). Participants had lived in Australia between one week to 
14 years or more. Some transited in refugee camps prior to arrival in Australia and were currently 
holding study, permanent residency, spousal or special humanitarian visas. Their children were 
aged between two months to about 28 years.  
The studies focused on the perceptions and experiences of infant feeding (breastfeeding, 
formula-feeding and solid food introduction) pre- and post- resettlement. Findings from two studies 
(Liamputtong, 2000a; Liamputtong & Naksook, 2001a) were reported in more than one paper. As 
the focus of each paper was different, they have all been included in the meta-synthesis. One 
prominent overarching theme, “Fitting-in to nurture a healthy child in a new homeland” emerged 
across all studies. Two main themes emerged under the overarching theme - these were Beliefs 
about breast milk and breastfeeding; and Beliefs about complementary feeding (Table 3.5). The 
term “traditional” in this synthesis refers to cultural beliefs and practices in the refugees’ 
homelands.   
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Table 3.5: Themes across each qualitative papers 
No Paper  Overarching theme : Fitting-in the Australian context 
of infant feeding 
‘Fitting-in’: Nurturing 
a healthy child in a 
new homeland 
Beliefs about 
breastfeeding 
Beliefs about 
complementary 
feeding 
1 Mathews, & Manderson 
(1980) 
   
2 Rossiter (1992b)    
3 Rossiter (1998)    
4 Liamputtong (2000b)    
5 Liamputtong (1999)    
6 Liamputtong (2002)    
7 Liamputtong (2000a)    
8 Liamputtong, & Naksook 
(2001a) 
   
9 Liamputtong, & Naksook 
(2001b) 
   
10 Hoban, & Liamputtong 
(2013) 
   
11 Maharaj, & 
Bandyopadhyay (2013) 
   
12 Gallegos et al. (2015)    
13 Tyler et al. (2014)    
14 Kuswara et al. (2016)    
 
 
All studies mirrored negotiations of cultural norms of their homeland to those of contemporary 
Australia. Prior to resettlement, infant feeding decisions were mainly dictated by inter-generational 
practices and differences in affordability, resources and healthcare guidance (Mathews & 
Manderson, 1980; Rossiter, 1992b; Liamputtong, 2000a; Maharaj & Bandyopadhyay, 2013; 
Kuswara et al., 2016). The ‘shift’ to resourceful, technological and medicalised Australia prompted 
mothers with the choice to ‘copy the western style of living’ (Gallegos et al., 2015, p. 730) and 
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negotiate the various socio-cultural factors involved in the decision-making process (Kuswara et al., 
2016).  
In addition, infant feeding decisions in the past were subjected to familial networks where 
female elders functioned as ‘authority figures’ (Rossiter, 1998, p.601) based on their cultural 
experience and expectations. However, post-resettlement, this position was occupied by or shared 
with healthcare professionals (Rossiter, 1998; Liamputtong, 2000a; Maharaj & Bandyopadhyay, 
2013; Kuswara et al., 2016). This intersect led to conflicts in terms of beliefs and practices in the 
immediate postpartum period (Maharaj & Bandyopadhyay, 2013) and perception of growth, as the 
familial network encouraged formula-feeding and early food supplementations to grow fatter 
infants as a symbol of health and prosperity (Kuswara et al., 2016). Often, ‘fitting-in’ with the 
Australian ways of infant feeding offended their elders due to matters of cultural continuity (Tyler 
et al., 2014; Kuswara et al., 2016). Chinese immigrant mothers welcomed the separation as a means 
to seek information and make informed decisions themselves (Kuswara et al., 2016). Most mothers 
in this study found doctors and midwives to be excellent sources of information regarding infant 
feeding and growth. However, the absence of their family had a negative impact on African refugee 
mothers (Tyler et al., 2014; Gallegos et al., 2015).  
Cultural language barriers and the lack of culturally-sensitive care also limited maternal 
access to infant feeding services and information from printed brochures in Australia (Rossiter, 
1998; Tyler et al., 2014; Gallegos et al., 2015; Kuswara et al., 2016). Even when breastfeeding 
services were available, mothers did not seek help due to the lack of awareness of the service 
availability, their unassertive nature and fear of being judged as superstitious (Rossiter, 1998).  
 
This theme delineates the beliefs surrounding breastfeeding, breast milk production, identity and the 
complex structural influences that mothers engage within pre- and post-resettlement.  
 Perceptions of breast milk and breastfeeding 
This sub-theme will cover the perceptions of breast milk as best food for infants, conflicts 
encountered in Australia and impact of healthcare professionals on patterns of breastfeeding. 
Breastfeeding was the transgenerational norm of infant feeding in all studies (Rossiter, 1998; 
Liamputtong, 2000b; Gallegos et al., 2015). Breast milk was acknowledged as the best food for 
infants due to its health-giving capacity for both mother and infant (Liamputtong & Naksook, 
2001a; Liamputtong, 2002; Gallegos et al., 2015). However, Vietnamese, Hmong and Cambodian 
mothers viewed the yellowish colostrum as not real milk, a dirty and harmful substance that could 
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endanger the health of their infants (Mathews & Manderson, 1980; Liamputtong, 2002; Hoban & 
Liamputtong, 2013). In such cases, colostrum was expressed and discarded until breast milk supply 
was established on the second or third day postpartum (Rossiter, 1992b; Liamputtong, 2002). 
However, some Thai and African women fed colostrum to their infants as it was believed to expel 
the meconium (Liamputtong & Naksook, 2001b; Gallegos et al., 2015).  
Thai women referred to breast milk as blood from the mother’s chest and having the 
capacity to pass on moral and physical human qualities to the child, whereas infant formula was 
viewed as animal milk that led to a stubborn and disobedient personality in children (Liamputtong 
& Naksook, 2001a). In terms of purity of breast milk, Hmong women traditionally attributed the 
purity of breast milk to the filtration capacity of their bodies. However, in Australia, they believed 
that bottle-feeding of infant formula was more hygienic than breastfeeding due to the sterilisation of 
bottles by boiling prior to every feed (Liamputtong, 2002). In contrast, Thai women felt that breast 
milk was better, even in Australia, as it transferred valuable antibodies (Liamputtong & Naksook, 
2001a). 
While migrant mothers from Cambodia, Thailand, China and India traditionally breastfed 
based on the knowledge that it was best, Vietnamese, African, and Hmong refugees attributed their 
long-term (up to the fifth year) breastfeeding practice prior to arrival in Australia to factors of 
financial and food insecurity. A Burundian refugee mother in Gallegos et al. (2015, p. 731) 
mentioned: ‘food is [was] a problem. The only place to get milk for the baby is from the mother’s 
breast’. However, for both migrant and refugee women, an exposure to technological discourse led 
to the perception that infant formula is a healthier western option (Mathews & Manderson, 1980; 
Maharaj & Bandyopadhyay, 2013; Tyler et al., 2014). In relation to this, a Burundian mother from 
Gallegos et al. (2015, p. 730) spoke about the technological dimensions of white and non-white 
countries: ‘… I think there are advantages because they (formula) are manufactured by the whites; 
they must have known that they have advantages’. Conversely, mothers who breastfed based on the 
knowledge that it was best still regarded infant formula to be nutritionally inferior (Mathews & 
Manderson, 1980).  
In their homelands, mothers breastfed their infants on demand, as the child needed. 
However, Thai and Indian mothers were conflicted when nurses encouraged them to feed on 
schedule in Australia. While Thai mothers in Liamputtong and Naksook (2001a) disregarded this 
advice, some felt that healthcare professionals knew best on the ‘right way’ of feeding in Australia. 
This subsequently led to concerns surrounding decreased milk supply, which subsequently led to 
cessation of breastfeeding and use of infant formula (Maharaj & Bandyopadhyay, 2013). 
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 Childbirth, rituals and breast milk production  
This sub-theme discusses beliefs surrounding childbirth, postpartum recovery and the clash between 
traditional cultural configuration and the western institutionalised childbirth on breastfeeding. 
Mothers from the Asian continent, with exception of Indian women in Maharaj and Bandyopadhyay 
(2013), believed that the loss of blood and energy during childbirth rendered their bodies weak and 
‘cold’; which affected breast milk production. In response, mothers conformed to dietary and 
behavioural rules during their prescribed confinement period (Rossiter, 1992b; Liamputtong, 2000a; 
Kuswara et al., 2016). For example, Vietnamese women rested at home for 30-100 days while 
consuming food with ‘hot’ properties (ginger and herbal medicine) to induce breast milk 
production. ‘Cold’ (bamboo shoots, watermelons) and spicy (chillies) food were believed to inhibit 
breast milk production. In addition, the consumption of pig trotters (Vietnamese) or banana flowers 
(Thai) were well-known to increase breast milk production (Rossiter, 1992b; Liamputtong, 2000a; 
Liamputtong & Naksook, 2001a; Hoban & Liamputtong, 2013). An exclusively breastfeeding 
Chinese immigrant mother mentioned that conformity to dietary rules made her breasts ‘full’ 
(Kuswara et al., 2016, p. 378). Behaviourally, heat is regained through the ‘mother-roasting’ ritual, 
where Vietnamese, Hmong and Cambodian mothers traditionally lie by a heat source (Rossiter, 
1992b; Liamputtong, 2000a, 2000b). Hmong and African women abstained from sexual intercourse 
during the confinement period to prevent their milk from drying-up (Liamputtong, 2000a; Gallegos 
et al., 2015).  
Confinement rules were strictly imbued within familial contexts. The new mother was 
exempt from home duties, to prevent postpartum illness which may impede her ability to produce 
breast milk (Liamputtong, 2000b). Disconnection from family members in Australia had a negative 
impact on maternal breastfeeding capacity, particularly in terms of help in preparation of 
confinement meals and home chores. While technology helped family elders brief new mothers on 
postpartum meal preparation, the lack of emotional support affected maternal breastfeeding 
capacity (Rossiter, 1998; Hoban & Liamputtong, 2013; Gallegos et al., 2015). Additionally, 
mothers also confronted medicalised birth settings that required separation from family and cultural 
rules with hospital admission. Despite encouraging breastfeeding, the Australian rooming-in policy 
was in conflict with their cultural beliefs on childbirth (Liamputtong, 2000a, 2000b). Indian women 
in Maharaj and Banyopadhyay (2013) attributed their failure to initiate breastfeeding to this 
conflict, since in India, the new mother was ‘roomed-in’ with her mother for care-giving and 
breastfeeding assistance.  
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Also, conflicting hospital food such as cold salads, and nursing instructions such as having 
to care for infants by themselves, negatively affected maternal capacity to breastfeed (Rossiter, 
1992b; Liamputtong, 2000b). In such cases, infant formula was the preferred infant feeding option 
since it was viewed to be of constant quality and independent of maternal diet (Rossiter, 1998). 
While Sudanese mothers attributed their breast milk insufficiency in Australia to dietary changes 
(Tyler et al., 2014), some mothers managed to breastfeed successfully with assistance from their 
husbands with confinement meal preparations (Rossiter, 1998; Liamputtong, 2000a) and others 
reinvented the heat-based rituals using hot pads (Liamputtong, 2000a). Additionally, mothers used 
their own judgement to decide on the cultural traditions to retain in Australia. For example, Hmong 
mothers omitted the cultural rule that prohibited visitors with baggage from entering into their 
homes (belief: stealing of mother’s milk) in consideration that access to infant formula was 
abundant in Australia (Liamputtong, 2000a).  
 Maternal role to breastfeed 
This sub-theme delineates the traditional and contemporary identities of mothers, societies and its 
impact on breastfeeding. Mothers traditionally functioned as home-based nurturers, with devotion 
to their household and breastfeeding child (Rossiter, 1992b; Maharaj & Bandyopadhyay, 2013; 
Gallegos et al., 2015). In Australia, some mothers left their homes for work in search of financial 
security (Mathews & Manderson, 1980; Rossiter, 1992b), while some viewed employment as a 
means to blend-in with the Australian way of life (Maharaj & Bandyopadhyay, 2013; Tyler et al., 
2014). While home-based mothers continued breastfeeding, working mothers tended to formula-
feed, in view of the trend of the working class without the need to be tied down to feeding demands 
(Liamputtong, 2002; Gallegos et al., 2015). While the expression of breast milk was known to be a 
means of continuing breastfeeding in the event of separation from infants, mothers were culturally 
unfamiliar with the use of breast pumps (Maharaj & Bandyopadhyay, 2013; Kuswara et al., 2016).  
The lack of visibility of breastfeeding in Australia made mothers ‘ashamed to take your 
breast out in public to give food’ due to fears of being regarded as a primitive (Gallegos et al., 2015, 
p.731). Disapproving public gaze on their breastfeeding bodies made mothers feel stigmatised, and 
led to the perception that infant formula was the norm when away from the home (Liamputtong & 
Naksook, 2001a; Gallegos et al., 2015). Transiting from communal to an individualist culture also 
resulted in feelings of isolation and depression, especially when breastfeeding struggles surfaced 
(Tyler et al., 2014). A Cambodian mother in Hoban and Liamputtong (2013, p. 776) related her 
decision to formula-feed: ‘My breast milk flowed from one breast only and it was not enough milk 
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to feed him. He cried and cried… I didn’t know what to do… After that I decided to feed him with 
the bottle. Nobody helped me with that problem. Everyone in the apartment had gone to work’.  
 
This theme covers the patterns of pre-lacteal, supplementary and solid food feeding, the nature of 
food in various cultures, and perceptions of infant’s readiness for solid food and weaning.  
 Pre-lacteal and supplementary feeding  
Mothers who viewed colostrum as a dirty substance either fed their infants with water, artificial 
milk, honey and pre-masticated rice or by a wet nurse until the ‘real’ milk was established 
(Liamputtong & Naksook, 2001a; Liamputtong, 2002; Hoban & Liamputtong, 2013). Vietnamese 
mothers also used a yellow herbal extract (hoang lien) to assist with expelling the meconium 
(Mathews & Manderson, 1980). However, the realisation that colostrum is beneficial in the western 
health view led to mothers breastfeed from birth in Australia, and thus abandoned beliefs 
surrounding pre-lacteal feeds (Liamputtong & Naksook, 2001a). While the administration of water 
to infants is discouraged by health professionals in Australia, it was commonplace in Thailand and 
Thai women continued this practice in Australia due to a firm belief that water was an important 
constituent of the human body (Liamputtong & Naksook, 2001b). 
Improved access to packaged food in Australia saw a shift from home-cooked fresh meals to 
store-purchased canned food. Mothers were also able to introduce meat earlier (in the eight month) 
since they could not afford it in their homelands (Mathews & Manderson, 1980; Liamputtong, 
1999; Gallegos et al., 2015). Traditions were maintained if they were thought to be beneficial for 
the infant’s health, such as when Thai women continue feeding scrapped banana in the third month 
due to nutritional beliefs (Liamputtong & Naksook, 2001b). Conversely, women who married 
Anglo-men were directed by their husbands to follow the Australian infant feeding guidelines as 
they perceived the traditions to be detrimental for their infant’s health (Liamputtong & Naksook, 
2001b). 
 The nature of food 
Mothers from each country had distinct beliefs surrounding the nature of food introduced. Thai 
women offered pre-masticated grilled rice on the third or fourth day post-birth, in the belief that its 
sweetness would boost the infant’s appetite (Liamputtong & Naksook, 2001b). The choice of the 
first food was guided by the staple foods of their country of origin, such as rice being the preferred 
option among Thai and Hmong mothers. Feeding decisions were also driven by cultural symbolic 
meanings attached to certain classes of food, such as the stomach of a bird was the choice of ‘first’ 
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meat in the Hmong culture since it carried the symbolism of strength and toughness (Liamputtong, 
1999; Liamputtong & Naksook, 2001b). Vietnamese mothers on the other hand introduced foods 
based on their understanding of the ‘hot’ and ‘cold’ continuum, with bland chicken and fish 
flavoured porridges being the preferred food option in the fourth month. Cooked vegetables that 
were not ‘cold’ and ‘windy’ and sweet fruits such as apples and pears were introduced after the 
twelfth month for the benefit of their infant’s health. This is because excessively ‘hot’ food could 
cause infant constipation and pimples, while cold foods were believed to cause coughing and 
diarrhoea. However, solid food was introduced considerably earlier in Australia with little attention 
to the traditional proscriptions, due to the good access to health services (Mathews & Manderson, 
1980). Guidance from healthcare professionals in Australia helped Chinese mothers in Kuswara et 
al. (2016) to abandon the cultural idea of whole cooked eggs as the first solid food and use rice 
cereals instead. 
 Perception of infant readiness  
The readiness for solid food was both maternal and child driven. Solid foods were traditionally 
introduced at different growth milestones, such as when the child had teeth (Liamputtong, 1999). 
Early solid food introduction was frequently attributed to maternal concerns surrounding milk 
supply for the benefit of their infant’s health. A Congolese mother in Gallegos et al. (2015, p. 730) 
justified the addition of potato into the child’s diet before the second month: ‘I gave breast milk for 
two months and I started feeding her mashed potatoes. My babies are always born with heavy 
weight five or six kilograms, breast milk only is not enough’. However, Chinese migrant women in 
Kuswara et al. (2016) preferred their children to be in the middle-ranges or percentiles of the 
growth charts. 
Mothers also believed that their infants were ready for solid food when they perceived that 
their milk supply was reducing and when the child showed more signs of fussing and restlessness. 
In order to encourage their child to take different classes of food for growth and sustenance, Thai 
and Hmong mothers rubbed their breasts with bitter and hot substances to encourage the child to get 
accustomed to cow’s milk and solid food (Liamputtong, 1999; Liamputtong & Naksook, 2001b). 
However, some Hmong women thought that this method of weaning may cause trauma and allow 
souls to escape from their child’s body (Liamputtong, 1999). The western conceptualisation of 
health, however, supported gradual weaning, as abrupt disconnection from the breast is thought to 
be a precursor to maternal and child depression (Liamputtong & Naksook, 2001b). 
Additionally, healthcare guidance brought some changes to the traditional understanding of 
infant readiness for food. Some mothers in Matthews and Manderson (1980) were encouraged by 
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healthcare staff to introduce solid food earlier to speed the child’s growth so that the mother could 
return to the workforce. In Australia, age-based infant feeding guidelines replaced the traditional 
perceived triggers for solid food introduction (Liamputtong, 1999, 2002; Kuswara et al., 2016) 
However women in Liamputtong, & Naksook (2001b) also reported conflicts in medical advice as 
they were advised by healthcare professionals to introduce solid food in the fourth months instead 
of the globally health-recommended six month mark. 
 
Migrant and refugee women negotiate their cultural infant feeding beliefs in their quest to adapt to 
the western ways of living (Liamputtong, 2001; Schmied et al., 2012). However, these negotiations 
vary due to the different nature of their respective resettlement. Women from refugee backgrounds 
are generally impoverished, have their entire families displaced and frequently lack education and 
the ability to make informed infant feeding decisions. Conversely, migrant women possess some 
education, the cultural capacity of English language that helps them in negotiating the healthcare 
sector with confidence, and some are also privileged to have their families with them in Australia. 
This made transitioning from their roles as private familial nurturers to one that required 
negotiations with the competing expectations of the healthcare system, societal norms and 
technological advancements difficult for refugees compared to migrants (Manderson & Mathews, 
1981a; Maharaj & Bandyopadhyay, 2013; Gallegos et al., 2015). 
Four papers (Liamputtong, 2002; Maharaj & Bandyopadhyay, 2013; Tyler et al., 2014; 
Gallegos et al., 2015) demonstrated acculturation to Australian cultural norms, where the move to a 
modern nation inspired women to advocate for ready-made food such as the infant formula and 
packaged meals. However, Gallegos et al. (2015), suggested  a more complex set of negotiations 
between the social norms and various spheres of influence in the new homeland, rather than 
acculturation itself. We contend that maternal socio-cultural interactions are best described 
ecologically. To date, this model has been applied to understanding infant feeding in several 
underprivileged groups (Jessri et al., 2013; Rayment, McCourt, Vaughan, Christie & Trenchard‐
Mabere, 2015; Reeves & Woods-Giscombe, 2015). Figure 3.2 is a proposed ecological framework 
outlining how refugee and migrant women in this meta-synthesis functioned as nurturers and infant 
feeding decision-makers in various social spheres in Australia.  
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Level 5 (Culture, society) 
Access: stores, advertisements, technology. 
Retention of traditional culture and uptake 
of western culture. 
Level 4 (Breastfeeding in public, work)  
Sphere of juggling ‘sexual’ and ‘gendered’ 
norms of a new society and culture 
Level 3 (Healthcare system, infant 
feeding guidelines) 
Important support network. Struggles:  
language barriers, cultural insensitivity, 
conflicting advices, hospital policies.    
Level 2 (Family, friends, peers) 
Resettlement brings the infant feeding to a 
public domain. Struggles loneliness, peer 
pressure, guilt and judgements. 
Level 1(mother and/or husband) 
Pre-resettlement, the mother is supported in 
this sphere by her female relatives. In 
Australia, this sphere is occupied alone. 
Figure 3.2: ‘Fitting-in’ - The proposed Bronfenbenner Ecological Model of the social 
hierarchies that mothers from migrant backgrounds in Australia engage within. 
 
The theoretical concepts of Pierre Bourdieu on class, identity and gender best describe how 
these mothers negotiated these influences in the various social spaces and spheres that they engaged 
with. Bourdieu (1984) proposes concepts of habitus (dispositions, i.e. transgenerational norms) and 
social spaces/fields (work, hospital or public places). To occupy and have authority over their 
feeding ideals in a particular space, mothers need to acquire the symbolic capital, which consists of 
economic (finances), cultural (language, tradition) and social (support) capitals in order to afford 
legitimacy, power, prestige and recognition. For example, the ability of Chinese mothers in 
Kuswara et al. (2016) to follow healthcare guidance regarding first solid food introduction suggests 
their ability to counter competing familial expectations, either through maternal ability to converse 
in English or the availability of culturally-specific interpreter services. However, unfamiliarity with 
the food sources, available health services, and language used in health information was a barrier to 
Middle Eastern refugee womens’ access of infant feeding recommendations in Canada. Thus, they 
continued feeding their infants will sugar loaded food as early as the first or second month of life 
(Jessri et al., 2015). 
MACROSYSTEM (5) 
EXOSYSTEM (4)
MESOSYSTEM (3)
MICROSYSTEM (2)
INDIVIDUAL (1)
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A past life of poverty often leads one to take up a materialistic stance of motherhood – i.e. 
undertaking paid employments and using commercial food (Vanderlinden, Levecque & Van 
Rossem, 2015). Additionally, the western childbirth setting and lack of support networks conflict 
with maternal beliefs surrounding breast milk production due to the inability to conform to 
ritualistic observances that focus on resting and strengthening the maternal body after childbirth. 
This leads to the preferred option of formula-feeding for the sake of the child’s well-being, since the 
quality of milk is believed to be at stake when maternal health is weak (Liamputtong, 2000b; 
Groleau et al., 2006). The vulnerability of the breast in the hypersexualised world and gendered 
working norms in Australia was also a cause for concern, since mothers traditionally fed their 
infants in the safety of their home and in a cultural society that shared similar perceptions and 
expectations. Similarly, poor and low income women in Canada lacked the power and capital to 
negotiate modernised norms where the maternal breasts were highly sexualised objects (Groleau et 
al., 2013).  
The nature of migration is also a cause for concern in ensuring optimal feeding practices. As 
observed in this study, Chinese mothers who migrated with their extended families and Vietnamese 
refugee women who arrived in Australia under the family reunion programme had the benefit of 
their familial support networks and hence were able to continue following their prescribed rituals in 
Australia. However, Cambodian migrants, who lacked physical and emotional support networks, 
felt that they had no choice but to introduce infant formula when faced with breastfeeding struggles 
and depression caused by social isolation. Thus, immigrants should not be treated homogenously 
based on the nature of their forced or voluntary migration alone, but always with respect to the 
presence of familial support, since support is integral to breastfeeding success.  
It was also observed that the perception of best feeding options was changing and not static, 
as mothers shifted from a country that lacked resources to one that was abundant in resources. In 
the past, where incidences of pathogenic contamination through water were high, the milk from the 
mother’s body was understood to be the safest for the health and well-being of infants (Hufton & 
Raven, 2014). However, access to sterilisation methods and technological advancements in 
Australia contributed to a shifting perception that infant formula was a healthier and better feeding 
option. Similarly, breastfeeding mothers and formula-feeding women in Debucquet and Adt (2015) 
shared different levels of trust in their body’s capacity to filter and transfer the best milk to their 
infant in the face of technology. However, identifying the reasons why perceptions shifted upon 
exposure to technological discourses require future research attention, since the rates of 
breastfeeding fell upon resettlement in Australia in this study and also in a recent report (Arora et 
al., 2017). Additionally, the different perceptions surrounding colostrum among mothers from 
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different cultural groups pre- and post-resettlement warrants further investigation, particularly with 
respect to how these beliefs were formed within the conceptualisation of health. Also, the 
experiences of recent arrivals and mothers who have lived here longer merits future research.  
The strengths of this study include the transferability of concepts and themes derived from 
this Australian meta-synthesis in the context of migration to other western countries, and could be 
used as a tool to improve healthcare service delivery globally. While Schmied et al. (2012) 
presented a theme of ‘contradiction and conflict’ in their synthesis of migrant women globally, our 
meta-synthesis is exclusive to Australia and goes further to explain how mothers ‘fit-into’ a new 
society. This paper also encompasses solid food feeding. As for study limitations, due to the dearth 
of information on refugees in published articles, the paper had to include women from both 
voluntary and forced migrations. While the differences in perceptions, practices and institutional 
negotiations with respect to refugee and migrant women have been noted, there may have been 
times when the thematic arrangements may not have thoroughly captured the actual scenario of 
maternal experiences. In addition, since this synthesis focused solely on published journals, we 
acknowledge that information from other resources may have been omitted, such as the infant 
feeding experiences of mothers from Afghanistan in Melbourne that was published as a book 
chapter (Tsianakas & Liamputtong, 2007). 
 Implications for healthcare practice 
This meta-synthesis indicates that the healthcare and public health sector need to be culturally 
sensitive when delivering services and tailoring interventions for ethnically diverse migrant and 
refugee women. This is because the nature of infant feeding of each cultural group is unique 
(Liamputtong, 1998), and the charge of being ‘good mothers’ is culturally-inscribed (Groleau & 
Sibeko, 2012). For example, the concept of ‘big is beautiful’ in the African context explains their 
early introduction of high caloric meals (Renzaho, 2004), while lean and slim body figures are more 
desired in Asian communities (Kuswara et al., 2016). 
It is important for health practitioners and policy-makers to understand the traditional 
conceptualisations of infant feeding practices in various cultures to better integrate healthcare in a 
way that acknowledges their cultural underpinnings. Reasons for why breast milk was traditionally 
‘best’ should be explored to understand the basis of their meaning-making process. If breastfeeding 
was their only option, then access to economic capital in Australia may alter the perception of 
‘best’. Here, knowledge on the risks of not breastfeeding (Stuebe, 2009), could enable informed 
decision-making. Additionally, during periods of hospital admission, empathy and child-caring 
support from healthcare professionals, coupled with catering of cultural meals, could encourage 
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breastfeeding (Manderson & Mathews, 1981b). This should be initiated by hospital staff, since 
women from some cultures lack the assertiveness to seek help from those occupying higher 
hierarchies in the social structure. Cultural sensitivity, especially from health professionals, is a 
fundamental step in helping mothers attain the symbolic capital needed to breastfeed. With this 
form of capital, mothers automatically gain the power to withstand social pressures that may steer 
her away from her infant feeding goals (Groleau & Sibeko, 2012). 
An understanding of gender ideologies within cultures is also important for formulating 
support for mothers. In the African cultures for instance, husbands traditionally do not participate in 
household chores. Thus, the assistance from healthcare visitors in terms of confinement meal 
preparation during home visits was appreciated by African women (Renzaho & Oldroyd, 2014). In 
countering social isolation, the formation of cultural support groups would help mothers generate a 
social capital to breastfeed successfully. Services from medically trained language interpreters 
would ensure that maternal concerns and needs are cherished and heard. Additionally, refugee 
mothers, in particular, should be briefed about access to different types of food, especially iron-
fortified cereals (Jessri et al., 2015). They should also be guided in the use of breast pumps and food 
processors so that their infants receive fresh and preservative-free food.   
 
This synthesis shows that migrant and refugee mothers endured multifaceted challenges while 
adapting to a new country.  The socio-ecological model is a powerful tool for understanding 
maternal interactions with multi-level western social hierarchies, and provides a means of 
comparing how mothers who possess some forms of capital were able to negotiate specific fields of 
influence. This model enables the tailoring of implications at specific levels of concerns. Overall, 
enhanced cultural-sensitivity in the healthcare paradigm is paramount, since it is the first step in 
promoting awareness of optimal feeding guidelines to mothers who are familiarising themselves to 
a new homeland.  
It must be noted that there have not been any recent publications regarding infant feeding 
practices among migrant and refugee women in Australia. Hence, the issues presented in this meta-
synthesis represent only those that appeared during the period of this review. While Chapter 2 and 
Chapter 3 focused on international and national literature respectively, Chapter 4 details four 
theoretical concepts that will be used in the thesis to explain the findings and guide discussion of 
the identified themes.  
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CHAPTER 4  
Theoretical Frameworks  
 
 
Chapters 2 and 3 have discussed the literature relevant to this study, now Chapter 4 discusses the 
theoretical frameworks on which the findings of my study are situated. Each framework will 
delineate different aspects of experiences surrounding infant feeding and its relatedness to 
motherhood in the refugee context. Firstly, I will provide an overview of the aspects of infant 
feeding experiences of mothers who migrate from lower to higher resource countries, and later 
demonstrate how the conceptual frameworks shaped and drove the research argument.  
As demonstrated in Chapters 2 and 3, the infant feeding practices of women from traditional 
backgrounds in the migratory paradigm were shaped by negotiations of maternal-infant health and 
breastfeeding attributes in the new society. The new society/country often had its own set of 
cultural norms and values (Schmied et al., 2012). While authoritative knowledge and health 
evaluation of ‘best’ were determined by dominant female relatives or the mother herself prior to 
resettlement, the shift to a western society necessitated embodied and cultural negotiations in wider 
spheres of healthcare systems and society (Groleau et al., 2006; Valliantos, 2016).  
Additionally, maternal stress and exclusion from technological advances, a situation that 
affects women from refugee backgrounds too, has been known to affect infant feeding decisions 
and perceptions of child health (Scheper-Hughes, 1984, 1987). In juggling these changes, mothers 
demonstrated how they acted responsibly and did all they could to earn the charge of ‘good 
mothers’ who protected their infants from health risks (Murphy, 2000; Liamputtong, 2006, 2009). 
This reflects that the institution of motherhood in the case of migrant and refugee women is 
constantly changing in relation to the resources, needs and wants of the host country. The structural, 
environmental and cultural changes that coincide with motherhood often affected maternal capacity 
to breastfeed, unless mothers possessed sources of power (or capital) to counter the stressors 
imposed by adjustment to the new societal context (Manderson & Mathews, 1981a; Groleau et al., 
2006; Gallegos et al., 2015).  
Four theoretical frameworks will be used to shape this study’s research argument. These are 
‘liminality’, ‘embodiment and inter-embodiment’, ‘motherhood, risk and responsibility’, and 
Bourdieu’s theory of Practice. The following four sections give a general overview of each of the 
 44 
 
theories, demonstrate its application in infant feeding literature and will finally demonstrate its role 
in different aspects that this study aims to answer. 
 
The term ‘liminal’ has been frequently used by anthropologists to denote a period of transition such 
as childbirth (Liamputtong, 2004; Lupton & Schmied, 2013) and adaptation to a new country (Baird 
& Boyle, 2012; Katsiaficas & Suárez-Orozco, 2013) that are often characterised by ambiguity, 
openness and uncertainty (Hogan, 2008). Liminality refers to two important concepts namely the 
state of ‘betwixt and between’ (Turner, 2009), building on from the rites of passage (Van Gennep, 
1990) and ‘matter out of place’, which is derived from ideas on pollution (Douglas, 2002). While 
Van Gennep (1990) emphasised that ritualistic rites of passage help in transitioning from one period 
to another, Turner (2009) extended this argument to three stages: the pre-liminal, liminal and post-
liminal stages. The pre-liminal stage involves the novice being separated or segregated in some 
way, and then passes though the liminal stage where the status of the person is reversed so that the 
strong become weak and the weak strong. The post-liminal stage, known as a ‘social levelling’ 
(Spiro, 2007, p. 137), is transformational and bears a social significance, especially in terms of 
integration into a new identity. Examples would be attainment of a mature female status as a mother 
(Whittaker, 2000), or an individual who is integrated into the norms of the host country (Baird & 
Boyle, 2012). The liminality theory has been applied in the context of motherhood and infant 
feeding to discuss: beliefs about maternal health after childbirth in traditional Asian societies 
(Liamputtong, 2004; Spiro, 2007; Hogan, 2008); breast milk as a bodily product (Spiro, 2007; 
Debucquet & Adt, 2015); negotiations of breastfeeding bodies in spaces (Mahon-Daly & Andrews, 
2002); and experiences related to long-term breastfeeding (Dowling & Pontin, 2017).  
Since liminal states are often connected to life and death, this theory is used to explain the 
bodily state after childbirth in traditional societies. The transitional nature of the maternal body is 
thought to make her susceptible or vulnerable to illness and danger due to physical and emotional 
weakness after the birthing process. During this time, she is deemed incapable of performing 
mothering tasks (Liamputtong, 2004; Spiro, 2007; Hogan, 2008; Turner, 2009). Mothers are also 
viewed as capable of endangering their infant (through bodily secretion such as breast milk) and 
others in their surrounding environment due to the perceived polluted nature of their body and 
blood after childbirth. The confinement separation implemented by the rites of passage therefore 
has a dualistic role; to safeguard the woman from danger as well as to shield people from her 
liminal and polluted state (Liamputtong, 2004). To counter this, mothers undertake rites of passage 
that are controlling in nature, are cared for by female relatives in a separate area of their homes, and 
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have their diet and behaviour monitored and modified until health is regained (Liamputtong, 2000a; 
Liamputtong, 2004). The involvement of extended families reflects that ritualistic rites of passage 
bear a social significance. In addition, healing rituals or rites of passage are viewed as a means of 
merging self and other, mind and body, and individual and group, since it restores an unwell person 
back to health to remake the social body (Scheper-Hughes & Lock, 1987; Groleau & Sibeko, 2012). 
Additionally, infants were also thought to be in a transitional state in traditional health 
beliefs (Liamputtong, 2009), and also in the western context such as the ‘precious, pure, uncivilised, 
vulnerable’ portrayal of infants in Australian media (Lupton, 2014). Douglas (2002) also 
emphasised the danger of transitional states in her theory of ‘purity and danger’. She theorised that 
breast milk was a dangerous and liminal substance, since it is a product between two bodies (mother 
and infant) and has the potential to be impure and polluting. In relation to this, ‘the status of breast 
milk as a bodily fluid that has emerged from one body and is about to enter another requires cultural 
action, ritual and convention, probably in all human societies’ (Spiro, 2007, p.140). This explains 
why some traditional societies classify colostrum as dangerous for the vulnerable newborn until the 
post-birth rituals are resumed (Rossiter, 1992b; Zeitlyn & Rowshan, 1997; Liamputtong, 2000a; 
Spiro, 2007; Hofmann et al., 2009). Additionally, breast milk that leaks from the maternal breasts at 
any stage of lactation is seen as an impure and dirty ‘matter out of place’, as compared to infant 
formula spillages (Mahon-Daly & Andrews, 2002; Dowling & Pontin, 2017). In traditional beliefs, 
the liminal nature of breast milk also makes it susceptible to negative thoughts and feelings, such as 
‘evil eye’ when an infant is admired with an insincere intent (Spiro, 2007) or maternal stress 
(Scheper-Hughes, 1984, 1987). This in part explains why mothers and infants are separated from 
others during confinement (Liamputtong, 2000a) and some cultures prefer not to breastfeed in front 
of others (Spiro, 2007). 
Scholars have also applied the liminality theory in breastfeeding studies to the contemporary 
western context. Therefore, this theory is not limited to traditional societal beliefs alone but is also 
applicable to the ‘betwixt and between’ of maternal identity as nurturers in the socio-spatial milieu 
of the healthcare, familial, work and public spaces (Mahon-Daly & Andrews, 2002; Dowling & 
Pontin, 2017). In relation to the breastfeeding body and socio-spatial negotiations, Mahon-Daly and 
Andrews’s (2002) study modelled the reclassification of the ‘liminal’ stage of the rites of passage 
into three levels (Wilson, 1980; Davis-Floyd & Sargent, 1997). The first level refers to the postnatal 
period when women are no longer pregnant but will only regain their normal bodily state and 
complete integration into their status as mothers when they stop lactating. Mothers who decide to 
formula-feed miss out on this form of liminality, while those who breastfeed long-term remain in 
this phase for a prolonged period of time. The next ‘level’ shows how breastfeeding changes a 
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woman’s life, where they reach a new understanding of themselves and their bodies, and how they 
communicate to others, for example in terms of self- confidence. The third level focuses on the 
behavioural rituals involved in breastfeeding, especially breastfeeding behaviours in social spaces. 
This contributes to the act of breastfeeding being liminal to space and time, and a temporary state 
until it is terminated (Dowling & Pontin, 2017). 
 Besides viewing liminality from the lens of traditional cultural understanding and 
negotiations in breastfeeding bodies in social spaces, the concept of liminality also applies to the 
migratory context, in terms of integration into a new country (Baird & Boyle, 2012; Katsiaficas & 
Suárez-Orozco, 2013). The concept of ‘betwixt and between’ captures the experience of belonging 
neither to the society they left behind nor the society that they have entered into (Suárez-Orozco, 
Bang & Kim, 2011; Niner, Kokanovic, Cuthbert & Cho, 2014). Refugee women in particular are 
said to experience powerlessness more than men, since displacement and resettlement often 
coincides with their transition to motherhood (Katsiaficas & Suárez-Orozco, 2013). In foreign 
countries, many mothers undergo a division between traditional values and expectations and 
modern practices (Chen, 2002). Here, they juggle their identities in the face of conflicting norms, 
language barriers, socioeconomic identities, healthcare access and culturally-inappropriate care 
(Hoang, Quynh & Sue, 2009).  
 Women in the migratory paradigm also battle a ‘contradiction and conflict’ pertaining to 
their infant feeding practices and decisions (Schmied et al., 2012). Studies have often portrayed the 
changing infant feeding practices, from breastfeeding to formula-feeding upon migration, in terms 
of acculturation since the cultural expectations of western societies position the bottle as a more 
feasible option (Gibson-Davis & Brooks-Gunn, 2006; Choudhry & Wallace, 2012; Groleau et al., 
2013). However, I suggest that there may be a deeper dimension of negotiations, especially from 
the perspective of the reclassification of the liminal phase of rites of passage, as mentioned 
previously. Aspects of negotiations are discussed in section 4.5.  
Since motherhood and infant feeding are framed within concepts of purity and pollution, 
self and other, life and death, traditional and modern, and public and private, liminality will be used 
to understand struggles that refugee women endure as nurturers in a new country. This theory will 
be discussed in the context of maternal vulnerability from childbirth, and the traditional rites of 
passage that mothers from Vietnam and Myanmar undertake; the nature of breast milk; and 
maternal uncertainties, adaptation and integration into a socio-cultural environment with different 
systems, norms and ideologies. While Mahon-Daly and Andrews (2002) explored the second and 
liminal stage of breastfeeding, my study will, where possible, seek to understand pre-liminal 
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separation and post-liminal reintegration as mothers and members of a traditional and western 
community. 
 
Maternal and infant bodies are said to dynamically interact with the socio-cultural environment in 
an embodied sense. In this dynamic interchange, the social, cultural and biological elements interact 
as a complex entity, where no element is separate from the remainder (Scheper-Hughes & Lock, 
1987; Ryan, Todres & Alexander, 2011; Lupton, 2013). Embodiment is a collaborative and 
relational discourse. For example, in breastfeeding, the mother’s body is experienced and negotiated 
in relation to the other, namely her infant and ‘discourses, practices, spaces, ideas, non-human 
objects, and other living things’ (Lupton, 2006, p. 39). Inter-embodiment utilises the concept of the 
maternal-infant bodies being phenomenologically intertwined, and refers to the ways in which 
mothers think, feel and read bodily signs of their infants, either through instinct or observation (Olin 
Lauritzen, 1997; Chen, 2002; Lupton, 2013). In the case of infant feeding, Olin Lauritzen (1997, p. 
436) further adds that inter-embodiment in the aspect of child health has to do with mothers’ 
‘presentations of themselves as responsible for the health of their children’. Hashimoto and 
McCourt (2009, p. 66) refer to these ‘ways of knowing’ from the three dimensions of ‘bodily 
experiences’ namely bodily reflection, bodily communication and bodily limitation.  
Herzlich (1973) refers to health as a balance or equilibrium in the individual; a double frame 
of reference pertaining to bodily and social aspects. When discussing breastfeeding, the concept of 
equilibrium reflects ‘harmony and oneness’ between the mother, her infant and the surrounding 
environment (Lupton, 2013, p. 41). Just as the umbilical cord connected the mother and foetus 
during pregnancy, breast milk now connects the mother and infant as a single unit (Lupton, 2013). 
The oneness refers to the conjoined bodies in a literal and metaphoric sense. Physically, the 
mother’s body (nipple and breast milk) is inserted into the infant’s mouth, and emotionally is 
experienced as a pleasurable, intimate or relaxing moment. The touch, security and warmth of 
skinship is also said to blur bodily boundaries of selfhood that emerge after the infant is birthed 
from the mother’s body (Bottorf, 1990; Schmied & Barclay, 1999; Lupton, 2013). Additionally, 
Lupton (2013, p.44) asserts that caregiving is not solely confined to inter-embodiment but is also 
protecting the infant’s body from the outside, by ‘building up’ and ‘strengthening’ the immune 
system of pure and vulnerable infants so that they are shielded from health risks.   
However, some find inter-embodiment to be an encroachment on their self-autonomy, since 
breastfeeding and sexuality intermix in the western world and infants are conceptualised as being 
immature, overly demanding and requiring constant attention (Schmied & Lupton, 2001; Lupton, 
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2013, 2014). In addition, embarrassment from breast milk leaks is said to stem from the ‘ambiguity 
of inside and outside, self and other’ that provokes a messy, dirty and sticky feeling (Schmied & 
Lupton, 2001, p. 242). In response, some women have sought to regain control and autonomy over 
their lives and bodies, so to civilise infants to make less demands on them. Additionally, western 
technological critiques have marginalised women’s bodies in comparison to the ideal ‘masculine, 
contained, autonomous and civilised’ male body that has a more ‘rigid boundaries within self and 
other’ (Schmied & Lupton, 2001, p. 245). This normalisation of the feminine-masculine dichotomy 
in social spaces is said to disempower maternal capacity as nurturers (Pain, Bailey & Mowl, 2001; 
Groleau et al., 2013). The masculine and feminine concept is also allied with mind-body dualism 
(discussed later), where masculinity is thought to be linked with the mind, knowledge and science, 
while femininity is associated with the body, nature and emotions (Spencer, 2007). 
The embodiment and inter-embodiment of infant feeding is viewed from a different holistic 
lens in traditional societies. For example, in the traditional Chinese yin/yang cosmology, the human 
body is viewed as a harmonious whole from the cosmos down to the individual organs in the human 
body. The perception that the human body oscillates back and forth between the yin (cold, 
feminine) and yang (hot, masculine) poles explains the moral conduct and social ethics of 
Taoism/Confucianism that prioritises a harmonious balance among individuals, family and society 
(Chen, 2002). In addition, breast milk is thought to be connected to the harmony that exists within 
the mother’s body. Thus, the maternal body is believed to ‘directly influence the quality and 
quantity of her breast milk, and thus affects her baby’s body’ (Chen, 2010, p. 1024). The human 
body and its natural products such as blood and milk are also seen as a ‘cognitive map to represent 
other natural, supernatural, social and even spatial relations’ (Scheper-Hughes & Lock, 1987, p. 
19).  
While the traditional intuitive sense constitutes the ‘mind, body, culture, nature, and 
society’, western biomedicine, guided by Cartesian dualism, separates and fragments the mind and 
body into somatic mutually exclusive entities. This led to the inability to see the world as a whole, 
and a mechanistic conception of the body replaced thoughts that were once holistic and balanced in 
nature with an analytical and technological urge (Kundera, 1984; Scheper-Hughes & Lock, 1987; 
Spiro, 2007). The loss of the sense of bodily integrity, wholeness, continuity and relatedness to the 
natural and social realms is said to lead to the notions of disembodied self, materialism and 
individualism that dominates the biomedical climate (Davis-Floyd, 1994; Lupton & Schmied, 
2013). Pain et al. (2001, p. 268) demonstrated how paediatricians and infant formula manufacturers, 
through the discourse of ‘scientific motherhood’ from the rapid growth of formula-feeding in 
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Britain in the early twentieth century, also denigrated maternal trust on the nurturing capacity of 
their bodies.  
The concept of embodiment and inter-embodiment will be used in this thesis to understand 
maternal perceptions of infant feeding methods, knowledge that their child’s health and growth is 
adequate, and bodily negotiations with the social environment in the changing contexts of living.    
 
The institution of motherhood is frequently characterised as the quintessential expression of 
womanhood, while breastfeeding is portrayed as the unsurpassed impression of motherhood 
(Bottorf, 1990; Nadesan & Sotirin, 1998). Discourses on ‘motherhood, nurture, naturalness and 
modernity’ have attached a moral intonation to motherhood (Guttman and Zimmermann, 2000, 
p.1548). Chinese mothers in Chen (2010, p. 1026) described breastfeeding as an ‘innate love’ that 
was tied to ‘women’s mothering duty and responsibility’, which was deciphered as the common-
sense of motherhood. This positions motherhood in both traditional and contemporary societies as a 
‘moral, responsible and prudent’ enterprise that renders her morally accountable for the health and 
well-being of her children (Murphy, 2000, p. 298). Mothers who fail to ensure or neglect the health 
and well-being of their infants may be referred to as individuals who are unable to ‘act responsibly’ 
(p. 288). However, the moral charge of motherhood and breastfeeding in traditional societies is also 
one that bears accountability to significant others and those within the broader social and cultural 
milieu (Maher, 1992; Lupton, 1993; Liamputtong, 2009; Groleau & Sibeko, 2012).   
Almost every activity within the social world of contemporary societies is organised within 
a climate of risk (Giddens, 1991), with breastfeeding being no exception (Murphy, 2000). Lupton 
(1999) referred to this as the ‘modernist, technical notion of risk’ (p. 6), while Liamputtong (2009) 
suggested the notion of ‘risk culture of modernity’ that women live within (p. 211). Medical 
discourses and health messages framed around the tone of risk persuades mothers to alter their 
infant feeding decision in a way that complies to calculations (Olin Lauritzen & Sachs, 2001; Sachs, 
Dykes & Carter, 2006), when this was traditionally ‘[kept] away from consciousness’ 
(Liamputtong, 2009, pp. 211 - 212). This may punish women who previously breastfed without 
assistance with the charge of being ‘bad’ mothers (Cripe, 2009).  
Murphy (1999) contends, through the deviant motherhood theory, that mothers should be 
given the opportunity to refute the bad mothering labelling with proper justification in order to help 
her fit into society better. She theorises that a moral mother is not one who follows the rules blindly, 
but ‘knowingly’ (p. 188). Hence, in the case of refugee women, the charge of deviant motherhood is 
not directly applicable when it is done unknowingly in uncertainty. There have also been situations 
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where women who attempt to formula-feed ‘challenge or resist the interpretation of their behaviour 
as morally sanctionable’ (Murphy, 1999, pp. 189-190). To do so, the mother warrants justification, 
by accepting that her act is deviant, while ‘seeking to rebut [justify] any suggestion that it is 
therefore morally or socially sanctionable’ (Murphy, 1999, p. 190; see also Liamputtong and 
Kitisriworapan, 2011, p. 144). Additionally, to avoid the ‘bad mother’ charge of formula-feeding, a 
mother should be able to justify her intention as non-conventional, wherein she had no other choice 
or options (such as the need to return to work), and hence she should not be sanctioned 
(Liamputtong & Kitisriworapan, 2011). 
Additionally, good motherhood or (and) good parenthood are described as being sensitive, 
unconditionally loving, caring, responsive to the needs and well-being of their children (Wojtyla, 
1981; Lupton, 2000; Murphy, 2000; Liamputtong, 2006). However, considering that children are 
born vulnerable and gain independence as they grow, a good mother is also one who is flexible, not 
too ‘uptight’ and ‘juggles her desire to both protect and allow autonomy to her child’ in a ‘child-
centred discourse’ (Lupton, 2000).  
The use of this theory in the thesis seeks to explore how the Vietnamese and Myanmarese 
mothers protected the health of their infants through their infant feeding decisions, during the 
scarcity of displacement and upon resettlement in a technological and scientific society.  
 
The theory of acculturation has been used in infant feeding literature to demonstrate 
integration/adaptation to the new homeland (Liamputtong, 2002; Choudhry & Wallace, 2012; 
Maharaj & Bandyopadhyay, 2013). This oversimplified and archaic line of thought is said to fail in 
establishing norms of the new homeland. The theory has since been criticised for providing 
explanations based on cultural stereotypes, while ignoring structural and contextual factors such as 
socio-economic status, changing familial norms, history of migration, changing support networks 
and managing in new healthcare systems which are independent of acculturation (Cuellar, Arnold & 
Maldonado, 1995). Despite the visible notion that mothers favour formula-feeding upon migration, 
there are cases where mothers resist the change and improve their breastfeeding practice. For 
example, Thai mothers in Melbourne followed the advice of health care professionals that 
colostrum is indeed good for their infants (Liamputtong & Naksook, 2001a).  
The understanding of an embodied health behaviour such as infant feeding requires a theory 
that addresses the multiple interacting dimensions of social structures and people’s awareness of, 
conformity with, and resistance to those structures (Burke, Joseph, Pasick & Barker, 2009). As my 
mother’s experience (see Chapter 1.1) was focused on issues surrounding her ‘new’ family unit, 
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mothers in the migratory paradigm who face disconnection from familial support negotiate their 
infant feeding decisions within different layers of social and organisational structures, as shown in 
Figure 3.2, page 39. Liamputtong (2001) shares her experience with the dominant culture of the 
Australian health care setting, where being asked to bathe soon after birth, the hospital diet of icy-
cold drinks and salads and being directed to postnatal exercises conflicted with her Thai beliefs of 
what it takes to regain good health post-birth. Unlike Liamputtong’s (an academic professor) 
capacity to speak-up in her quest to gain culturally-appropriate service delivery for immigrant 
mothers, my mother’s inability to assert the importance of adhering to her postpartum practices to 
her parents-in-law gave them the power to decide what to feed her and her infants. Additionally, 
African women’s inability to negotiate public gaze led to the introduction of formula milk. Some 
scholars have called for the incorporation of Bourdieu’s Theory of Practice to understand the 
underlying mechanisms involved with regard to infant feeding decisions pre- and post-resettlement 
in a western country (Groleau et al., 2006; Gallegos et al., 2015).   
Bourdieu’s concepts of habitus, field and symbolic capital have been applied in studies that 
focus on marginality in society, in terms of health and cultural behaviours (Groleau et al., 2006; 
Amir, 2011; Groleau & Sibeko, 2012; Groleau et al., 2013) or self-confidence in a new country 
(Noble, 2013). Bourdieu (1987) outlines habitus as ‘schemes of perception and appreciation 
deposited, in their incorporated state, in every member of the group’ (p.17). Hashimoto and 
McCourt (2009, p. 75) describe ‘incorporated’ as a ‘state of being both known and enacted by the 
body’, which enables individuals to organise actions, and view and act in the social world. Bourdieu 
(1984) also sees habitus as a means of enabling people to deal with uncertain circumstances. For 
example, the concept of ‘shifting bodies and shifting places’ among South Asian women in Canada 
enabled mothers to integrate their beliefs to the resources in a western country (Valliantos, 2016). 
Thus, representations held by agents in the social world, such as the cultural norm of infant feeding, 
or the culture that they keep or disregard depends on their habitus. Symbolic capital which is 
derived from the economic (finances), cultural (knowledge, behaviour, skills to demonstrate 
cultural competence) and social (support networks) capitals is a source of power that comes with 
social position, affords prestige and leads others to pay attention to the agent holding such capital. 
As an example, Groleau and Sibeko (2012) contended that the accumulation of symbolic capital 
from ritual observances afforded the recognition as ‘good mother’.  
Symbolic capital may be experienced differently depending on the field of powers that 
mothers engage in, such as the public space or hospital setting, and may have its own rules of ways 
to access power (Bourdieu, 1984; Groleau & Sibeko, 2012; Groleau et al., 2013). For example, in 
the social space of the antenatal clinic during antenatal education with health care professionals, the 
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field of power of a high school graduate would not be the same as that of an uneducated mother. 
Thus, in this social space, the uneducated mother may feel that she has not as much symbolic 
capital and power to negotiate the requests and infant feeding recommendations given by health 
care professionals (Groleau et al., 2013).  
In the context of this thesis, the concepts of habitus, social space and symbolic capital will be 
used to understand how mothers adapt and maintain their cultural beliefs and infant feeding 
decisions in the various environmental and institutional settings that they navigate. 
 
The four theories discussed in this chapter align and interact (Figure 4.1) to provide an 
understanding of the infant feeding beliefs and experiences of mothers from refugee backgrounds in 
a new western context, for the benefit of infant health.  
 
Figure 4.1: Conceptual framework of theories in nurturing an infant to health in diaspora 
The theory of ‘liminality’ allows the communication of bodily vulnerability at childbirth and 
throughout the course of breastfeeding, while also signalling maternal adaptation to their new 
homeland. ‘Embodiment and inter-embodiment’ sets a path to determining facets of embodied 
infant feeding experiences and understanding the traditional conceptualisations of a healthy child. 
‘Motherhood risk and responsibility’ will explore the maternal quest of providing nutrition in 
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different life situations, while Bourdieu’s habitus, symbolic capital and social space permits an 
understanding of the integration of mothers into a new society as nurturers. The next chapter, 
Chapter 5 outlines the research methodologies, data collection methods and how the research was 
carried out.  
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CHAPTER 5  
Research Methodology 
 
 
While Chapter 4 outlined the theoretical frameworks that guided data analysis and discussion of the 
study’s findings, this methodology chapter brings the philosophical standpoint (ontology and 
epistemology) and the research approaches (methodological frameworks and research methods) 
together to elucidate the connection between theory and discipline (Carter & Little, 2007). First, I 
outline the philosophical standpoints and the consideration of an appropriate research design. I then 
describe the methodological frameworks pertinent to my study, and explain how the network of 
frameworks drove the choice of data collection methods.  
The chapter then focuses on the research process, recruitment methods and briefly describes 
the participants (Vietnamese and Myanmarese mothers from refugee backgrounds) involved in this 
study. Most of these women are considered ‘vulnerable’ participants due to the nature of their 
forced displacement. Therefore, it was important that the ethical considerations in the study were in 
line with those specific to women from cross-cultural and refugee backgrounds, so that participants 
were protected at all times (Liamputtong, 2007b, 2010; Block, Riggs & Haslam, 2013). Finally, I 
discuss how the verbal and visual findings were analysed, while delineating the limitations of the 
research process.       
 
Studies gather better results when the researcher has clarity on the area of research interest, what is 
known about the research topic, and how the specific knowledge will be accomplished (Carter & 
Little, 2007). In this respect, a clear definition of the ontological and epistemological position will 
add value to the conduct of the research and data collected.    
 Ontology and epistemology  
Ontology examines the realities that make up the world we live in (Liamputtong, 2017; Hathcoat, 
Meixner & Nicholas, 2018).  Scholars who have an objective ontological standpoint often engage in 
quantitative research methodologies due to the belief that there is a single and definitive answer to a 
research question. Quantitative researchers are usually detached from the research. Qualitative 
researchers tend to reject the possibility of a single objective ontological standpoint, believing in 
multiple realities and answers to a research question (Liamputtong, 2017; Hathcoat et al., 2018). 
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Additionally, the position held by an individual in society is thought to shape the way the research 
question is answered. Thus, despite this study aiming to gather the perspectives of refugee women 
from Vietnam and Myanmar, infant feeding beliefs and experiences were also subjected to 
participants’ social position and how they conceptualised their world (Liamputtong, 2013).  
 Epistemology, the study of nature and degree of knowledge, delves into what the knowledge 
is and the extent to which knowledge could be established (Liamputtong, 2017; Hathcoat et al., 
2018). The epistemological approach of constructivism was employed; where knowledge about our 
world and its social constructs was used. Constructivism holds to the truth that there are multiple 
answers to a research question, and establishes that people construct their perspectives subjectively 
according to how they make sense of and experience the world (Liamputtong, 2013; Burr, 2018). In 
relation to this, I argue that the use of qualitative research methodologies is the best way to grasp 
the meanings and social realities of infant feeding in refugee women. As a qualitative researcher, I 
was actively involved in the research process, ensuring that the perspectives and experiences of 
participants are showcased.  
 Qualitative research  
Since this study aimed to investigate the beliefs, practices and experiences pertaining to infant 
feeding among Vietnamese and Myanmarese women from refugee backgrounds, I consider that the 
qualitative research methodology is the best method to understand how mothers interpreted their 
experience. The in-depth nature of qualitative inquiries enables participants to express their 
feelings, meanings, interpretations and experiences from their ‘world view’, rather than from the 
standpoint of the researcher (Liamputtong, 2013; Liamputtong, 2017, 2018). The flexibility and 
fluidity of the qualitative research design is also a means of empowerment as it enables the voices 
of refugee women who are silenced, oppressed and marginalised by the dominant social order to be 
heard (Liamputtong, 2010; Hesse-Biber, 2017). This is because qualitative inquiries not only invite 
participants to share their experiences but, more importantly indicate the relevance of that 
experience for them (Hesse-Biber, 2017; Cresswell & Poth, 2018).   
Qualitative research is also useful when an issue has been ongoing and has yet to be 
strategically addressed, especially in the case of infant feeding practices and experiences among 
Vietnamese mothers who arrived in Australia as child- or teenage- refugees, and the under-
researched Myanmarese refugees. In the pertinent healthcare and social sector, it is important to 
understand maternal infant feeding practices and experiences from their personal viewpoint to 
enable healthcare personnel to work more effectively alongside them. Additionally, the use of 
qualitative research designs help develop theories or tighten existing theories that do not adequately 
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capture the complexity of the phenomenon of interest (Liamputtong, 2013; Cresswell & Poth, 
2018).  
 
Qualitative research is best situated within methodological frameworks in order to establish the 
research process and approaches involved in data interpretation (Liamputtong, 2013). These 
frameworks are distinctive from the ‘methods’, which are the means of collecting data, but both are 
closely connected in that the methods chosen and aspects that arise from the methods are intimately 
shaped by the determined methodological positions (Dew, 2007). Methodologies are sets of 
theoretical assumptions that describe, explain and justify the choice of data collection and analysis 
(Liamputtong, 2013). Working within methodological frameworks also promotes sensible data 
interpretation and strengthens the rigor and value of qualitative research.  
I felt that the use of these chosen methodological frameworks would make a unique 
contribution to the research scope of motherhood and infant feeding. As an overview, qualitative 
research in the scope of this research has previously used ethnography (Liamputtong & Naksook, 
2001a; Liamputtong, 2002; Maharaj & Bandyopadhyay, 2013), phenomenology (Tsianakas & 
Liamputtong, 2007; Chen, 2010) and feminist perspectives (Groleau et al., 2006) alone, but not as a 
combined approach. Thus, the integration of phenomenological-, feminist-, and postmodern-
informed methodological frameworks to guide the research process was a form of methodological 
triangulation to unmask the multiple realities of infant feeding pre- and post-resettlement that had 
yet to be captured. Details of the three methodological frameworks used to inform the study’s 
research process are discussed below.  
 The phenomenological perspective 
Phenomenological studies are interested in understanding how a person experiences the 
phenomenon of interest. In light of this, the phenomenological theoretical orientation holds a deep 
epistemological foundation, elucidates how people experience things and generates knowledge from 
events in their lives (Vagle, 2014). Phenomenology explores the meaning and comprehensive 
descriptions of experiences from persons who lived the particular experience. In this case, 
phenomenological-informed inquiries endeavoured to acquire accurate experiential descriptions 
from questions like: What does it mean to be a mother from the Vietnamese and ethnic 
Myanmarese perspective, or what is the experience of having fed infants in refugee camps or in 
changing and unfamiliar socio-cultural contexts?  
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There are primarily two forms of phenomenology - descriptive and interpretive (Carpenter, 
2017). This study was founded on the interpretive nature of phenomenological inquiry that sought 
to understand the practical concerns of daily living, and how participants’ views influenced their 
infant feeding choices. In adopting this framework of inquiry, I encouraged participants to describe 
their relationships and interactions with other individuals and social structures so that their 
experiences were communicated from the lens of daily living.  
The use of phenomenology as a methodological framework also allows the researcher’s own 
knowledge to guide the research inquiry, to make it more meaningful (Lopez & Willis, 2004). In 
relation to this, my mother’s story and my past experience in breastfeeding research and assistance 
guided the formation of interview questions. However, I ensured that my experience did not 
overshadow the reality and personal experiences of these women.  
Phenomenological researchers often adopt the in-depth interviewing method to generate rich 
descriptions of the participant’s reality. The interviewing method will be discussed later in the 
chapter. 
 The feminist perspective 
The feminist method of inquiry is used to give voice to the marginalised and silenced voices of 
women in a respectful manner that legitimises women’s voices as a source of knowledge 
(Liamputtong, 2013), and instils a sense of agency in women which gives them the power to make 
choices and resist oppression (Hesse-Biber, 2017; Cresswell & Poth, 2018). The use of feminist 
perspectives to drive data collection methods in this study enabled the private problems of 
marginalised groups to be regarded as public issues, and therefore gain healthcare and policy 
attention (Liamputtong, 2013). I realised that in previous research, the voices of refugee women 
were not heard in enough depth, especially in the context of resettlement into a patriarchal society 
where women strive for equality in power. Thus, the incorporation of a feminist methodological 
framework in this study aimed to give voice to the ‘vulnerable’, ‘marginalised’ and ‘silenced’ group 
of refugee mothers who often lacked avenues to make their infant feeding concerns known to 
society and healthcare professionals.  
Feminist research must provide details on how the researcher shares his/her subjectivities 
with the research participants (Liamputtong, 2013). Here, I position myself as an Asian 
breastfeeding advocate that values the Asian cultural heritage. In addition, the structural changes 
that refugees face in thriving in a new and unfamiliar western environment resonate with me 
personally, though not as a refugee. In addition, my keen interest in this scope of infant feeding 
research stems from the experience of my mother, which I outlined earlier. 
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The feminist methodological framework can utilise in-depth interviewing, focus groups, 
ethnography and narratives. However, of late, scholars have suggested the use of innovative modes 
of data collection such as photo-elicitation (Harper, 2002), diary methods (Gill & Liamputtong, 
2009), photo-voice (Hammer, Vallianatos, Nykiforuk & Nieuwendyk, 2015), drawing (Benza & 
Liamputtong, 2017) and theatrical performances (Groleau & Cabral, 2009). Liamputtong and 
Rumbold (2008) contend that innovative methodologies have the capacity to minimise power 
relationships between the researcher and participant, which makes it well suited for researching 
vulnerable populations on sensitive topics (Liamputtong, 2007b). Thus, bringing together the in-
depth interviews and innovative methods, such as drawing gave a new symbolic visual twist to 
plain old methods of data collection such as interviews, focus groups and participant observations 
(Weber, 2008). 
 The postmodern perspective  
The postmodern perspective cherishes that individuals hold multiple subjectivities that could not be 
described by a single objective truth and people have various ways of expressing their stories. Thus, 
postmodern researchers, instead of theoretical elaboration, focus on bringing readers closer to the 
participants’ experiences that are to be disseminated. Thus, in this case, all stories shared by 
participants are regarded as valuable and included in the analysis (Grbich, 2012). In order to avoid 
repetition, the postmodern methodological framework and its application in the context of this study 
will be discussed in Chapter 6 (see section 6.4). This book chapter was written prior to the 
completion of this thesis and it is logical to retain the postmodern framework within that chapter. 
 
Since participants in this study were considered vulnerable, it was important that they were able to 
feel comfortable with the mode of data collection, especially in sharing experiences that were most 
sensitive to them. In consideration of this, the concept of triangulation that employed multiple 
methods of data collection was used (Taket, 2017) to ensure that the research questions were 
explored in detail, since it was possible that the experience, thoughts and feelings of participants 
would be missed by a single mode of data collection. Therefore I used triangulation of in-depth 
interviews and drawing as research methods as a practical way of resisting the limitations of any 
one research method (Flick, 2018). For example, while some facets of refugee experience were 
difficult to put into words due to the intensity of trauma, the drawing method was a perfect means to 
describe visually and verbalise the previously unspoken aspects of experience. Conversely, since 
the analysis of drawings was subjective in nature, conducting the drawing exercise in conjunction 
with in-depth interviews was a platform to validate the visual output and avoid ambiguity.  
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Given these considerations, in-depth interviews were set as the main platform for data 
collection, while drawings were gathered when mothers found it difficult to articulate their stories 
verbally or were prompted to share a visual aspect of experience. However, the process of image 
production was followed by interview to clarify the themes that arose from drawing. In addition, 
mothers who were hesitant and uncomfortable with drawing their infant feeding perspectives and 
life stories were engaged in in-depth interviews exclusively. Follow-up interviews were also 
undertaken to collect further data and to clarify themes from the previous interview. 
   Description of each method and how it was used in this study is outlined below. Data 
collection methods were nested within the three methodological frameworks described in section 
5.3.  
 In-depth interviews 
Phenomenological studies often employ in-depth interviews to motivate participants to share their 
experiences (Sherry, 2013; Carpenter, 2017). This method was chosen as the primary mode of data 
collection since it utilises basic conversations to gain access to verbal understandings and wisdom 
from participants. The conversational nature of the interviews allows the researcher to explore the 
‘insider perspectives’, namely the thoughts, perceptions, feelings and experiences of research 
participants. In addition, the sequence of questioning and listening, has the capacity to build a 
strong partnership and rapport between the researcher and participant, thus increasing credibility of 
the researcher on subsequent engagements (Serry & Liamputtong, 2017). 
I considered several issues to ensure that the interviews were successful and generated rich 
data. Since this was a cross-cultural research, the interviews were conducted in a private location 
chosen by the interviewees, in a culturally-sensitive manner and the language used favoured the 
participant and was free from jargon (Liamputtong, 2010). I also paid careful attention to time, 
developed rapport with participants before the interview, and was aware of my eye contact (too 
much eye contact is invasive in Asian cultures), physical proximity during interviews, and non-
verbal gestures such as shaking hands, positioning of legs while seated and head nodding. This was 
to ensure that I did not appear to threaten or be judgemental of the beliefs and customs of the 
involved cultural groups. Additionally, I talked as little as possible during the interview to enable 
participants to articulate their thoughts and feelings freely.  
5.4.1.1 The use of in-depth interviews  
The interviews were conducted in a semi-structured format where an interview guide or list of 
themes was used to guide the course of the interview. This approach was chosen since it outlined 
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topics and issues that were to be covered (Patton, 2015). The interview guides can be found in 
Appendix A (first interview) and Appendix B (follow-up/second interview). Questions were posed 
in an open-ended manner, in a way that permitted room for spontaneity so that participants had the 
space to share their infant feeding thoughts, decisions and experiences freely. However, some 
participants required prompts to generate greater discussions about a particular theme. For example, 
‘breast milk is good’ was a common response generated from Karen and Karenni mothers when 
asked about their thoughts on breastfeeding or breast milk. To gain further insights on the meaning 
of ‘good’, some prompting questions followed such as ‘what do you like about breastfeeding/breast 
milk?’, ‘what do you mean by breast milk is good?’, ‘do you recall a particular experience about 
breastfeeding/breast milk that stands out to you’?. The sequence of the questions was determined by 
the participants’ responses. The drawback of this inquiry method was that important and salient 
topics may have been inadvertently omitted. However, the use of participant drawing as a research 
method was an alternative means of addressing areas that may have been omitted. Five pilot 
interviews were conducted and analysed prior to the actual data collection process in order to ensure 
credibility of the interview guide. The narratives of all 5 mothers were added to the group of study 
participants since there were no evident discrepancies in the perspectives and experiences. 
 Most interviews were conducted within the homes of individual participants. Three sessions 
were conducted as a group interview with a maximum of two participants, as requested by 
participants. The joint interviews involved participants who were siblings or close relatives, with 
whom mothers were comfortable to discuss sensitive issues and experiences. However, as in any 
group interview, I encountered cases were one participant was more dominant than the other was. In 
such cases, I adapted the flow and sequence of questioning to ensure that the perspectives and 
voices of both mothers were heard. Interviews were mainly conducted in the living room or dining 
area of their homes, since the space was symbolic to gatherings. Additionally, it was customary that 
traditional cuisine, drinks and snacks were served during the interview. Conducting interviews in 
participants’ homes permitted a safe and comfortable means of sharing private information and 
enabled mothers to attend to their daily tasks during the interview, should the need arise. Some 
Vietnamese interviews were conducted in the Catholic Community Centre, that mothers frequently 
visited it for prayer gatherings and lunar year celebration preparations.  
Interviews were conducted in two sessions, each ranging from 30 to 90 minutes. One mother 
was interviewed for a third time due to the depths of her perspectives that required further probing 
and elaboration. The reason for scheduling more than one interview was due to the nature of 
qualitative design where the quality and trustworthiness of data improves with progressive 
engagement (Liamputtong, 2013). In addition, the second interview allowed incorporation of 
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drawing methods of data collection as they were time-consuming since participants were required 
recall and conceptualise their perceptions, meanings and experiences.  
Interviews with mothers who required language translators were longer than those who 
could communicate in English. This was, however, anticipated and more specific questions were 
prepared to ensure that the translator could be synchronous with the aspects and areas that required 
probing. Some mothers, particularly those who encountered harsh oppression or experienced 
painful motherhood-related events such as miscarriages, found the interviews were an avenue to 
vent their emotions and feelings. The structured interview guide was somehow not as important to 
these mothers. This enabled the participants to share what they wished and felt to be more relevant 
to their experience.   
Field notes in the form of reflexive journaling were also taken throughout the interview 
process. I used the field notes to formulate new questions as the interview progressed and made 
short notes on maternal perspectives, ways of responding and facial expressions. These field notes 
also set the direction of inquiry before the transcripts were completed, facilitated data analysis, 
helped locate important quotation from the recordings, and were treated as a security data back-up 
in the event the recorder malfunctioned during the interview (Liamputtong, 2013; Patton, 2015).  
 The drawing method 
Word-based research methods such as in-depth interviews and focus group discussions are said to 
be sometimes incapable of capturing the voices of vulnerable groups such as women, children and 
adolescents (Guillemin & Westall, 2008; Fernandes, Liamputtong & Wollersheim, 2014). Visual 
methods are becoming increasingly popular among qualitative researchers, as some elements of 
human experiences are best represented visually, and the usage of sensory approaches can bring 
about a comprehensive understanding of health, well-being and place, particularly in capturing 
concepts of poverty, pollution, racism, war, genocide, bureaucracy, utopia and illnesses (Weber, 
2008). Visual methods of data collection such as drawing methods, can be used to understand a 
phenomenon of interest, such as infant feeding experiences of newly-arrived refugees, since it is 
rooted in disciplines of anthropology and sociology (Lenette & Boddy, 2013). In this study, the 
feminist- and postmodern-informed methodological standpoints drove the use of drawing methods 
for data collection. Using the feminist framework, drawing gave voice to the often hidden infant 
feeding perspectives of women from refugee backgrounds, while postmodern-informed inquiry 
unveiled the multiple subjectivities and realities of an experience. Further details on the drawing 
research methods and its application in the refugee context are discussed in Chapters 6.5 and 6.6. 
While, at the commencement of this study, the use of drawing as research methods among refugee 
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women was sparse, it was thought that the incorporation of drawing in this study would be a means 
of capturing the visual insights of refugee women, particularly in the scope of their infant feeding 
experiences. Some infant feeding and childbearing perspectives gathered from this study are 
discussed in Chapter 6.9.  
5.4.2.1 The use of drawing method 
In this study, the drawing method was used in conjunction with in-depth interviews. It enabled the 
discussion of sensitive topics and provided participants with an opportunity to express their 
thoughts and feelings in sketches, and later verbally explain their artwork.  
 Mothers were provided with a few sheets of A3-sized art paper with a packet coloured felt 
pens and crayons to use. They were first asked to draw a series of predetermined images (Appendix 
B). The participants were free to draw images alone and were also free to add words which 
expressed the meaning of the image. Mothers were encouraged to use colours that signified their 
feelings and perspectives, and were given sufficient time to structure and build their thoughts into 
artwork. However, all the mothers drew the images in my presence, which enabled me to observe 
the drawing process from a distance and take some field notes in a respectful manner. These field 
notes included the comfort level and engagement of participants in the drawing exercise, and 
whether the participants needed assistance and prompts to draw an image. Upon completion of the 
drawing, participants were asked to describe their images in terms of contents, choice of colour, 
components in the drawing, spatial organisations and also the meaning that they derived from the 
image. 
While all mothers were interviewed, some did not wish to take part in the drawing exercise, 
even though they were assured they could draw anything that came to mind and they would not be 
judged based on the quality of the drawing.  Since Guillemin (2004b) suggests that the tendency for 
a mother to accept the drawing exercise increases with familiarity and upon rapport-building with 
the researcher and research process, the drawing exercise was initially scheduled towards the end of 
the second interview in the hope of getting a more positive response. Keeping drawing until the end 
was said to generate more robust visual data and descriptions, as it enables mothers to relate better 
from what they shared in the interviews (Guillemin, 2004b; Gill & Liamputtong, 2014). However, 
the process of gaining drawings from participants was difficult, and thus the journey of attaining 
visual data needed constant review until the right approach of gaining artworks was attained. The 
barriers and tips to engaging refugee mothers in drawing exercises are described in Chapter 6 
(section 6.7). Despite being an enjoyable and therapeutic means of sharing experiences, there were 
some mothers, especially those who were more outspoken, who preferred to just be interviewed. 
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Since refugees are a highly vulnerable group, interaction with several gatekeepers began months 
before I was able to access the research participants. The research planning began by meeting a 
culturally diverse group of refugee health leaders. Many of these health leaders worked as 
translators for women who had just given birth and made frequent home visits with the midwives 
during the initial months. Thus, they all had a good rapport with new mothers and could give me a 
clear picture as to whether the number of new mothers was sufficient for my study.  
After discussions with the refugee health leaders, I ascertained that working with an Asian 
group of refugees would suit the research best, since I am from the Asian continent and thus there 
would be some shared cultural similarities. I made initial contact with the Burmese (Myanmarese) 
bicultural health worker who worked with the mothers from Myanmar. I initially worked with 
ethnic Karen and Chin mothers, however due to difficulties in gathering verbal and visual data from 
these mothers (discussed further in Chapter 6), I also incorporated ethnic Karenni and Kachin 
mothers. Another new cultural group from Vietnam was added. A Vietnamese pastoral worker was 
accessed from a Catholic multicultural group. Both the bicultural health worker and pastoral care 
worker (both called bicultural workers in this thesis) were well informed of the traditions of their 
respective groups, and had experience handling the research process in a culturally appropriate 
manner. They were briefed on the interview questions and modes of inquiry prior to the 
commencement of the research process, helped to recruit participants and functioned as peer 
interviewers and language translators.  
 Sampling and participant recruitment  
The Vietnamese and Myanmarese participants were recruited by the bicultural workers based on the 
criteria described below. The sampling method was theoretical (purposeful), as it intended to 
include participants with a wide range of experiences relevant to the research questions. Participants 
were initially recruited by means of a recruitment flyer (Appendix C) that was specific to 
Vietnamese and Myanmarese women. Internet generated images of mothers from the country of 
interest were attached to respective flyers. The flyers were prepared in English and translated into 
the Vietnamese and Burmese language by the bicultural workers. The flyers contained all relevant 
information about the study as well as the contact details of the Vietnamese and Burmese bicultural 
workers, so that mothers who were interested could get in touch with them directly. The 
Vietnamese flyers were placed in the Catholic Community Church, while Burmese flyers directed 
towards the ethnic Myanmarese mothers were distributed by the Burmese bicultural worker during 
postpartum home visits. Some participants also circulated and recommended the flyer to their peers 
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who fitted the selection criteria of the study. This method of recruitment is known as snowball 
sampling (Patton, 2015).   
Once women were recruited, a mutually convenient time and location was organised for the 
first in-depth interview. A participant information sheet was given or read to each woman, and a 
consent form signed (see section 5.8 for ethical considerations). Each participant was guided to 
complete a socio-demographic fact sheet prior to the commencement of the interview (Appendix 
D). The information in the socio-demographic fact sheet was useful for interpretation of the 
research findings, and to avoid stereotyping of research participants. Since I did not speak the 
Vietnamese and Burmese languages, the interview questions were posed in English, translated for 
the participants by the bicultural worker, and their responses retranslated for me to probe further. 
All interviews were audio-recorded with the permission of the mother. 
I also brought along gifts such as fruit or confectionaries to each interview, since in the 
Asian culture it is appropriate to bring small gifts as tokens of appreciation for being permitted 
entry into one’s home (Liamputtong, 2010; Patton, 2015).  As an act of reciprocity of participant 
involvement, mothers were given an AUD 20 Myer gift card at each interview. This is common 
practice in research involving marginalised individuals (Liamputtong, 2007). Each participant 
acknowledged receipt by signing the reimbursement form, shown in Appendix E. 
 Research participants  
Mothers who fulfilled the study’s eligibility were included in the study. The criteria for participant 
inclusion were as follows:  
1. Healthy mothers aged 18 and above from Vietnam and Myanmar (Karen, Karenni, Chin and 
Kachin ethnicity) who communicate in the Vietnamese, Burmese and/or English languages  
2. Resettled in Australia for 10 years or less (for recent arrivals) or longer (to gain perspective 
from Vietnamese mothers who previously arrived as child or teenage refugees); with the 
experience of feeding a healthy infants(s) preferably aged one or below in Australia. 
 Based on these criteria, 38 participants were recruited: 16 mothers from Vietnam and 22 
from Myanmar. This number was based on the saturation theory, which suggests that data 
collection should continue until little new data can be generated (Liamputtong, 2013; Patton, 2015). 
At this point, I did not find any new information in the interviewed data, and I felt that ‘data 
saturation’ had been reached (Patton, 2015). 
 Socio-demographic information about participant mothers from Vietnam and Myanmar is 
presented in Appendix F and Appendix G, respectively. They generally lived in suburban localities 
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in Brisbane. All mothers were assigned pseudonym, and are thus not identifiable except by myself 
as the researcher. Of the Vietnamese mothers, nine arrived in Australia as child or teenage refugees 
about two to three decades ago, while the other seven were recent boat arrivals (arriving up to 10 
years ago) who transited in Australian onshore detention camps as asylum seekers. All but one of 
the Vietnamese mothers were from the Catholic Christian faith since they were recruited from a 
Vietnamese Catholic Community. The mother who did not hold any identifiable religious belief 
was recruited by snowballing, as she lived in the same home as one of the other Vietnamese 
mothers. Those who arrived in Australia as children or teenagers (referred to as ‘former’ or 
‘established’ arrivals), generally conversed in English, received tertiary education in Australia and 
were accountants or nurses. Most of the recent or ‘new’ arrivals had minimal English language 
literacy, received their primary education in Vietnam, and were either homemakers or held part-
time employment. In terms of familial configuration, most of the former arrivals had their extended 
family in Brisbane or other areas in Australia, while all mothers who arrived recently made their 
journey to Australia with their nuclear family. Many of the former arrivals were divorced, while the 
husbands of two recent arrivals were still in the onshore detention centre. All recent arrivals had the 
added experience of mothering their infants in Vietnam or in the onshore detention centres, while 
the established arrivals only birthed their infants in Australia.   
All Myanmarese mothers were recent arrivals from four ethnic groups: Karen (12 mothers), 
Karenni (three mothers), Chin (four mothers) and Kachin (three mothers). The Karen and Karenni 
mothers transited in the Thai refugee camps prior to arrival in Australia, while those from the Chin 
and Kachin ethnic groups transited in Malaysia or India. Their countries of transit were determined 
by the proximity of their regions in Myanmar to the transit country, since most mothers fled 
Myanmar on foot. All Myanmarese mothers were granted refugee status prior to arrival in 
Australia, and were either permanent residents or Australian citizens at the time of interview. They 
mainly held primary or secondary education and were homemakers in Australia. Almost all of these 
mothers arrived in Australia with their extended families and were married and living with their 
husbands. Some ethnic Karen mothers were Buddhist by religion, while all other mothers identified 
as Christian without further detail of the denomination. Most mothers had birthed and nurtured 
children in Australia as well as prior to arrival here. However, two mothers were grandmothers and 
had their children while fleeing Myanmar or in the Thai refugee camps. They were recruited on the 
basis of gaining access to their traditional and cultural knowledge.  
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Data analysis encompasses a process where researchers attempt to make sense of the data in order 
to develop valid answers to the research questions. Analysis of qualitative data requires the 
researcher to be reflexive and creative while ensuring that the rigour of the study is not threatened 
(Liamputtong, 2013; Liamputtong & Serry, 2017). All audio-recordings were de-identified, 
transcribed and were treated as raw data. During the process of data analysis, which commenced 
from the beginning of data collection, I immersed myself in the data in order to holistically 
recognise and discern participants’ perspectives. I also ensured that I developed a close and trusting 
relationship with each participant so that they were better understood. The analysis of participants’ 
infant feeding beliefs, perceptions and experiences helped elucidate perspectives that were 
expressed, and was a means of seeing how their views fitted the broader scope of interest. This was 
all linked to phenomenology (gaining participants’ experiences), feminist perspectives (having 
participants’ voices dictate the themes of the research, especially through their powerful artwork), 
and the postmodern viewpoint (allowing the multiple realities of participants to be examined).  
Thematic analysis was employed in the analysis of verbal data (Braun & Clarke, 2006). In 
doing this, data was analysed iteratively with the identification of emergent themes via the 
processes of coding and categorisation. I made sense of participant narratives and established 
repeated patterns of meaning (Patton, 2015). Overarching key themes were noted, coded and 
labelled in order to form distinctions and permit the addressing of research questions (Joffe & 
Yardley, 2004; Braun & Clarke, 2006). Analysis of narratives took place in two phases. The first 
was mechanistic in nature and involved open-coding where data was skimmed to identify patterns 
and themes. The second phase involved analysis that was interpretive, mainly from making notes of 
what each theme meant to me and its relation to the research objectives.  
In contrast, the analysis of drawings was conducted differently. The participants’ verbal 
explanations of the drawings were transcribed and contrasted alongside the interview dialogue. The 
transcripts from explanations of artwork were analysed together with the interview transcripts, since 
there was a prominent thematic interdependence between the two. In addition, the actual images 
were also examined and analysed using a set of questions about the image, its production, and the 
relationship shared between the audience and the image. The framework of questions, known as the 
Critical Visual Analytic Framework, developed by (Rose, 2016) and further modified by 
(Guillemin, 2004b), is presented in Appendix H. Guillemin’s (2004) modified framework was used 
to guide the analysis of artworks gathered from my study.  
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Data gained from this study was managed manually without computer-based systems like 
NVivo. Thus, in this respect, I was the main ‘tool’ through which the perspectives and experiences 
of participants were filtered and synthesised (Davidson, Halcomb & Gholizadeh, 2013). Data 
included what mothers knew about infant feeding and their experiences of barriers and facilitators 
related to their preferred feeding practices pre- and post-resettlement in Australia. Specific cultural 
practices that focused on supporting infant feeding and the health of both mother and infant were 
noted. Differences between the beliefs, practices and experiences of mothers from both countries 
were also identified. The preliminary findings were discussed with another experienced researcher 
in the field and research supervisors, who provided cultural and professional insights into the data.  
 
The trustworthiness of this study was given careful attention by ensuring credibility, transferability, 
dependability and confirmability (Patton, 2015). Credibility was mainly ensured by verbatim 
transcription of interviews, keeping field notes, reflexive journals and notes from peer debriefings. 
The de-identified data and verbatim transcripts were also checked by supervisors and a colleague 
who was experienced in this field of qualitative study. The visual data was checked based on 
validation against the interview data; a form of methodological triangulation to ensure 
dependability and credibility (Liamputtong, 2013). Triangulation of research methodologies, 
theories and methods was also used to ensure the credibility of this study (Flick, 2018). I employed 
multiple methodologies and methods to collect the data (as discussed in this chapter), and I situated 
my study within several theoretical frameworks (as outlined in Chapter 4) to demonstrate how the 
study findings were interconnected with each other. I provided in-depth details of my methodology, 
both in this chapter and in Chapter 6. This will allow transferability of my approach if other 
researchers wish to embark on a similar study in a different socio-cultural context. 
 
As has been noted, the participants of this study were considered vulnerable. As such, multiple 
precautions were taken while collecting data to ensure that participants were protected at all times. 
The data collection process was carefully planned and implemented, while ensuring in-depth data 
was collected. The initial research proposal and ethical documents were submitted to the Human 
Research Ethics committee of the University of Queensland for ethical approval, and were 
approved by the Behavioural and Social Sciences Ethical Review Committee with a later 
amendment to increase the range of cultural and ethnic groups recruited. Both approvals are shown 
in Appendix I and Appendix J. 
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Prior to data collection, study participants were briefed on the study’s purpose and process 
of data collection, while emphasising interest in their experiences. It was also highlighted that in-
depth interviewing was necessary, while drawing methods were optional but preferred.  All 38 
mothers took part in the interviews but only 27 in the drawing exercise. The bicultural workers 
thoroughly briefed mothers on the process of this research, their role in the study as well as the risks 
and benefits of participation as described in the Participant Information Sheet (Appendix K). 
Mothers were informed that they would be audio-recorded and some notes would be taken during 
the interviews. Participants were also informed that if they do not wish to have their interview 
recorded, I was prepared to take hand written notes during the interview; however, this was not 
needed as all participants agreed to being recorded. They were also informed that their artwork 
would be presented in the dissertation and published articles; but not in an identifiable manner. 
Since some participants requested to be interviewed in a small group of family members, they were 
also informed that they needed to maintain confidentiality; and any discussion was not to be 
repeated after the interview took place.  
Participants were informed that their privacy would be protected, and that their names and 
personal details would be removed from all transcripts. All of this was done prior to obtaining 
informed consent from the participants. They were also informed that they were free to withdraw 
from the data collection process at anytime and their data would be destroyed. After being informed 
of the research process (as shown in the Informed Consent Sheet in Appendix L), participants 
signed the informed consent statement (Appendix M). In addition, the bicultural workers who had 
access to participant data during interviews and during the transcription process also signed a 
confidentiality form (Appendix N).  
Furthermore, at the conclusion of data collection, all participants were given an opportunity 
to debrief and discuss their thoughts and feelings about the entire data collection process. Should 
this debriefing process be insufficient, organisations such as QPASTT (Queensland Program of 
Assistance to Survivors of Torture and Trauma), that could provide mothers with information and 
support and further counselling were informed of the research project. However, the participant 
debrief sessions were sufficient for mothers and there was no need for further contact with 
QPASTT. Participants were also provided with a brief outline of themes developed in this research 
as an act of appreciation that their participation was valued and worthwhile. They were also assured 
that their voices were being heard and that they were not alone.  
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This study also came with some limitations, mainly from my position as researcher from a different 
cultural group and limitations in the data collection process.   
 My position 
Since this is culturally-sensitive research, I had to thoroughly examine my outsider or insider 
position and its impact on the research process (Liamputtong, 2010). As an ‘insider’, I originate 
from South-East Asia and understand the importance of the Asian postpartum rituals on the health 
outcomes of both mother and infant. As an ‘outsider’, I am not a mother and not of refugee 
background. Acknowledging these limitations, I learnt aspects of the Vietnamese and Myanmarese 
culture and traditions from the literature and also sought guidance from the bicultural workers. I 
was sensitive to the fact that my position as an ‘outsider’ may have made some mothers more 
comfortable, as I had no past experience to judge her statements and experiences. However, I 
acknowledge the limitation that they may have struggled to express themselves since I did not 
resonate with their experiences. In tackling this, I focused the power of the data collection process 
on the bicultural workers, who were from the same countries as the mothers, and the Myanmarese 
bicultural worker was a mother herself who had the personal experience of nurturing her children in 
a new country. In addition, my position as a ‘Roman Catholic Christian’ enabled an ease of 
engagement with mothers from the Vietnamese community.   
 Working around a ‘foreign’ language  
Language in qualitative cross-cultural research expresses the understanding of behaviour, socio-
cultural processes and cultural meanings of participants. Language not only drives the research 
process but also has implications on the gathered data and its interpretation (Liamputtong, 2010). 
Since I am Malaysian by nationality, I was well aware of the epistemological concerns that may 
arise should the research process use language translators who were inexperienced, especially since 
I, as principle investigator, could not converse in either the Vietnamese and Burmese language. As 
mentioned earlier, this study addressed the researcher-participant language barrier by using 
Vietnamese and Burmese bicultural workers for respective communities. These bicultural workers 
not only functioned as peer-interviewers (research assistants), but also mediated and interpreted the 
entire research process, including transcriptions of audio-recordings. This ensured data accuracy, 
since these workers were not only fluent in the language of interest but also shared similar cultural 
and social traits with the participants. This was paramount in ensuring that the research process was 
conducted in a sensitive and respectful manner. The workers were also briefed on the research 
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endeavours, such as the aims and objectives of study and their extent of involvement in the research 
process prior to the commencement of participant recruitment and data collection.   
In terms of language translation, the translation method that was specific to addressing 
language barriers was adopted (Lopez, Figueroa, Connor & Maliski, 2008). To ensure accuracy and 
transferability of data, the gathered data was transcribed in the Vietnamese and Burmese language 
to preserve the meanings and linguistic concepts that was attached to words. The verbatim 
transcriptions were then translated into English by the bicultural workers. Whenever some words or 
phrases were nuanced and difficult to translate into English, the bicultural worker was asked to 
retain the original concept of the words whilst providing some description and examples to it. 
Independent Vietnamese and Burmese language translators were each assigned three audio 
recordings to check the accuracy of the already translated materials. Since it was understood that 
there was some unavoidable bias in translating between languages, careful measures were employed 
to best understand the narratives and meanings of mothers in the most accurate manner possible 
(Liamputtong, 2010).  
 Limitations of research methods  
This research also had some methodological limitations. Although interviews are a good way of 
gaining in-depth data, the process is time-consuming due to the nature of verbal communication and 
also since participants require time and trust to share personal experiences. To build rapport, 
interviews were undertaken in two different sessions. Additionally, despite mothers being 
comfortable with the venue of data collection, the presence of other family members, such as their 
husbands, during the data collection process could have impacted maternal sharing of experiences. 
In relation to this, I did my best to revisit some questions in their absence or planned the subsequent 
interview on days when mothers were at home alone. The analysis of drawing images also had 
some limitations, since artwork could be interpreted in various ways according to one’s worldview. 
Thus, interpretations could be ambiguous and affect the research rigor (Guillemin, 2004b). To 
ensure credibility and accuracy of explanations, I ensured that the artworks were analysed from the 
participant’s interpretation of them. Finally, thematic analysis that involves researcher’s 
interpretations of data also opens the possibility of data misinterpretation. To avoid this, upon the 
completion of data analysis and prior to writing the results chapters, I gathered some participants 
together to share the insights of the analysed themes and to receive feedback if their perspectives 
tallied with the way I made meaning of the data. 
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This chapter covered detailed descriptions of the research design, methodologies, and data 
collection procedures, and demonstrated how I was able to respond to the aims and research 
questions in a manner that conserves the narrative of women from refugee backgrounds, who are a 
vulnerable population group. The aspects discussed in this chapter justify that qualitative methods 
of inquiry, when used collectively with each other, not only provide meaningful data and a means 
of interpretation and themes, but are also a source of empowerment for women to use different 
ways to share their experiences with the researcher. The next chapter, Chapter 6 is a book chapter 
published during the course of this doctorate. It demonstrates my own experience of drawing, the 
initial struggles and tips to gathering artwork from refugee women, and also describes how 
postmodern inquiries uncovered multiple realities of refugee motherhood and infant feeding.  
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CHAPTER 6  
Drawing Method and Infant Feeding Practices among Refugee 
Women  
June Joseph, Pranee Liamputtong, Wendy Brodribb 
 
 
While Chapter 5 focused on the study’s design, research process, data analysis and ethical 
considerations, this chapter published as a book chapter in the Handbook of Research Methods in 
Health Social Sciences (edited by P. Liamputtong, 2018), focuses on the use of drawing methods 
among refugee women.  
The pressures exerted by political agendas in third world nations continue to displace many 
people daily, with mothers being most vulnerable due to their dual child-bearing and child-rearing 
roles. Mothers arriving in a new western country are confronted with a need to adapt to a new 
societal norm and healthcare system. This ‘shift’ frequently impedes their ability to breastfeed 
optimally due to clashing belief systems. Often, mothers are judged and discriminated for the way 
they choose to ‘mother’ their infants. Their cultural beliefs and perspectives on infant feeding, 
compounded by the stressful trail of resettlement, are unknown to authorities in western nations due 
to their silent unassertive nature. This chapter uses the postmodern methodological framework to 
unravel the multiple truths that drive the perceptions and perspectives of infant feeding among 
Myanmarese and Vietnamese mothers from refugee backgrounds in Brisbane. Since the research 
trend of gaining visual access to the lives of mothers from refugee backgrounds is new, we also 
outline some tips and tricks that steered our initially rocky data collection journey. The chapter 
continues with ways in which women from refugee backgrounds conceptualize motherhood and 
infant feeding. Finally, we delineate the implications for practice and the usefulness of using 
drawing as research method for practitioners who work around this scope. 
Arts-based research has been gaining popularity in qualitative social and medical research. 
Bergum and Goldkin (2008) contend that the application of art in research processes could cover a 
wide spectrum of areas, namely where it can be used as an inspiration, method, intervention, data or 
as a mode of dissemination too. This chapter focusses on the use of arts-based research, with 
particular attention to drawing methodology as a means of gathering data to grasp the thematic 
essence of experiences (Van Manen, 1997).  An increasing number of social researchers have used 
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drawing as a method of eliciting data, and have found it to yield rich and meaningful information 
(Victora & Knauth, 2001; Broadbent, Petrie, Ellis, Ying & Gamble, 2004; Guillemin, 2004a; Cross, 
Kabel & Lysack, 2006; Fernandes et al., 2014; Gill & Liamputtong, 2014).  
 
This chapter is based on the work of June Joseph, the first author who is in her final year of a PhD 
that focuses on the experiences of infant feeding among refugee women. The study was supervised 
by Pranee Liamputtong and Wendy Brodribb.  
With the suggestion and encouragement of Pranee Liamputtong, whom June asked to be her 
external supervisor, the exploration of drawings as a research method/tool began three years ago. 
June’s PhD research focusses on understanding the lived experiences of infant feeding, and its 
connection with motherhood among women from Asian refugee backgrounds in Australia. The 
research incorporated mothers from two countries of origin, namely Vietnam and Myanmar.  These 
women have endured journeys of oppression, persecution, scarcity of resources and disconnection 
from familiar support networks. June is not a refugee, neither is she a mother.  Borrowing the 
concept of sociological imagination which echoes the connection between personal trouble and 
public concerns (Mills, 2000), her interest in this research surfaced from an inner desire to 
understand how her late mother, whom she conceptualize lived a “refugee” lifestyle, managed her 
infant feeding days. In an attempt to gain an extensive understanding of how women from refugee 
backgrounds theorise their infant feeding experiences beyond the common notions available in 
published journals and medical textbooks, her research challenge was to dig deeper into other ways 
of “knowing” and engaging women of refugee backgrounds. As her late mother relayed her 
experiences in verbal and written forms, June desired an emergence of new concepts that visual art 
methodologies could entail – since the richness of subjective experiences that could emanate from 
drawing is currently a trend of discussion in the qualitative research paradigm (Knowles & Cole, 
2008). Her PhD research aims to engage mothers and to have them share their perceptions and 
experiences of motherhood and infant feeding visually through drawings as they narrate their 
stories. However, inasmuch as infant feeding is ingrained within generational belief systems, 
mothers communicated their entire childbirth experience – which explains why the perspectives of 
childbirth will also be covered in later sections.  
Despite being inspired and enthusiastic about the richness of data that could be unravelled 
from the use of drawing as research methodology, in almost all initial attempts we struggled to 
obtain artwork from the participants. After several ‘trial and error’ attempts, the process of gaining 
insightful visual data became easier with time. Since the trend of forced migration is escalating, we 
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believe that it would be priceless to publish the journey, tips and tricks of working with women 
from refugee backgrounds. We will commence the chapter with June’s personal encounter with art.  
 
It is not uncommon for anyone, when subjected with a request to produce an artwork, to question 
their ability to draw and later deny it– with exception to children who willingly uptake the 
challenge. Somewhere along the growth curve, June had become conscious of judgements and the 
sense of unworthiness. Despite having been heavily immersed in various published reading 
materials, steered by the notion of sociological imagination, June knew she had to equip herself 
with the experience of being subjected to drawing in order to successfully implement it in a 
research endeavor. Prior to embarking in the fieldwork, she was privileged to attend a workshop 
conducted by the mother of the drawing methodology herself, Marilys Guillemin, in April 2015.             
As enthusiastic as the delegates were, interestingly, it was dramatically short-lived. They 
were filled with shivers when they took their seats, as they stumbled upon a sheet of paper and 
some coloured felt pens “generously” provided on each table. June vividly recalls whispering into 
the ears of the participant seated beside her: “Why did we land ourselves here? She is going to ask 
us to draw!”. Yes, how true!! At the beginning of the workshop, they were each asked to introduce 
themselves through an image. It was an undeniable struggle. Everyone initially tried to have a peep 
at each other’s sheet. Ironically, everyone received a mutual peep in return, followed by a burst of 
laughter, celebrating the empty sheets. 
The process of image construction and production took time. Marilys was experientially and 
professionally gentle –quietly performing ‘participant observation’ from behind - acting 
‘disengaged’ but indeed very ‘engaged’. Pondering deeper, June took up an orange felt pen and 
drew a calendar, highlighting the sixth month. Beneath the sheet, she drew the image of some 
flowers in red (Image 1).  
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Figure 6.1: June’s personal encounter with the art of “self” 
Fascinatingly, what a “story”! Never in life had June deciphered “herself” in this manner. 
The sixth month reflects her name ‘June’, flowers representing the month of June, which in her 
understanding is associated with springtime. In terms of colours, orange, to her, signifies realms of 
nature….The very nature of her conceptualisation of self and her “name” at baseline! The red 
flowers signified her fiery anticipation for her PhD confirmation viva then approaching. Wow, how 
rich a data asset! In a real sense, the process of art production makes the knowledge of self and its 
levels of development “visible”. This exercise illuminated the importance and richness of this 
humble methodology, and how June should strive to best incorporate it into her research despite 
some prior disagreements that drawing would never fit the social-medical research arena.  
 
Phenomenological research is frequently a way in which art is used in an attempt to grasp the 
essence of experience in a thematic way (Van Manen, 1997).  However, in deciding on the 
methodological framework, we were propelled to also incorporate postmodernism along with 
phenomenology (to capture essences of lived experiences), in hope that it would enable us to dredge 
deeper into subjective realms that have yet to be explored. Postmodernism argues that realities are 
constructed within specific social and cultural contexts (Myanmarese and Vietnamese in our 
research), which enables the meaning of realities to be understood within a particular context 
(Liamputtong, 2013).  Within the envelope of postmodernism, all insights are treated as legitimate 
without preference over the other (Grbich, 2004). Interestingly, postmodernism permits the 
emergence of multiple identities on the basis that historical, social and cultural knowledge is shaped 
within the confines of race, class, gender and religion (Angrosino, 2007; Borer & Fontana, 2012). 
This explains the similarities and dissimilarities in the expressions of drawings among mothers from 
both countries and even within Myanmar’s sub-ethnic groups.  
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Access to knowledge is understood as the ability of one to provide “warranted assertions” – 
warranted with regards to the truth , with assertion being language (Stein, 2000; Eisner, 2008). 
Various ethnographic studies in the scope of infant feeding among immigrants have been conducted 
in the past to “listen to” the narratives of migrant and refugee women who have resettled in 
Australia (Liamputtong & Naksook, 2001a; Maharaj & Bandyopadhyay, 2013; Gallegos et al., 
2015). However, in the mid-20th century, it became increasingly evident that knowledge and 
understanding is not always reducible to language alone (Eisner, 2008). This awakening persuaded 
the academic environment to be more responsive to new methods of investigation (Arnheim, 1966). 
We contend that in this scope of study, the postmodern methodological framework has the capacity 
to steer the research in a new direction with the advent of arts-based inquiry (Knowles & Cole, 
2008; Liamputtong & Rumbold, 2008). Furthermore, an increasing number of arts-based research 
has successfully used postmodernism as its backbone (Fernandes et al., 2014; Liamputtong & 
Fernandes, 2015; Liamputtong & Suwankhong, 2015; Suwankhong & Liamputtong, 2016; Benza & 
Liamputtong, 2017).   
 
This study was driven by the suggestion that gathering visual data from participants of vulnerable 
backgrounds could enable us to access the subtle, hard-to-put-into-words aspect of knowledge that 
might otherwise remain obscure or overlooked (Weber, 2008). Additionally, artistic productions 
also give rise to a new symbolic visual twist to plain old texts, shattering our commonplace 
perceptions and encouraging us to think outside the theoretical box. Thus, the power of art helps to 
project the research findings across a wider audience in a stronger manner because “seeing is 
believing”, both literally and figuratively. Drawings also powerfully help ratify someone else’s gaze 
and viewpoint, and allow us to be absorbed into their experience for a moment. In short, artistic 
images (drawings) creatively help us generate new insights, ways of understanding and also 
promote ethical awareness (Bergum & Godkin, 2008). The process of drawing is not solely a 
rational or emotional response, but simultaneously involves both the heart (through artistic 
expression) and mind (through theoretical and analytical considerations) to work together. This was 
evident in all the images obtained from this study, as mothers made meaning (rationalised) of their 
experience as they drew. The rationalisation was not solely confined to responding to the drawing 
prompts but it initially helped mothers unleash stories of their lives.  
Despite being a powerful tool to capture valuable subjective experiences, drawing is best 
used in conjunction with other research methods, such as interviews or focus group discussions 
(Guillemin, 2004a; Liamputtong & Rumbold, 2008; Liamputtong & Fernandes, 2015). For a 
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number of decades, researchers have successfully engaged children in studies involving ‘draw and 
talk’ or ‘draw and write’ techniques. In agreement that children struggle to articulate themselves 
through words, these techniques have contributed to rich data pertaining to their perceptions, views, 
reflections and phenomena (Angell, Alexander & Hunt, 2011). However, of late, scholars have 
successfully incorporated drawing as a research method among women and adults in the area of 
health and illness (Broadbent et al., 2004; Guillemin, 2004a; Liamputtong & Suwankhong, 2015; 
Benza & Liamputtong, 2017). Despite adults naturally having the greater ability to convey their 
narratives compared to children, the depths of data gained from adult participants through drawing 
of images has been surprising (Guillemin, 2004a; Guillemin & Westall, 2008; Liamputtong & 
Suwankhong, 2015; Suwankhong & Liamputtong, 2016; Benza & Liamputtong, 2017), thus 
suggesting that images produced by adults could be a hallmark in gaining deeper access to the sub- 
and unconscious experiences that construct our worldview. 
 
It is not uncommon that research involving the ‘stories of life’ and experiences of individuals from 
refugee backgrounds are being expressed in sheer words (Liamputtong, 2002; Niner et al., 2014). 
Here, we do not disagree that the aforementioned means of data collection is untrue, but instead, 
contend that the data obtained by those forms could be limited due to their nature, and that trauma, 
displacement and oppression renders participants unassertive. As suggested by Lenette and Boddy 
(2013), we too agree that prompting participants to produce artworks could seek nuanced 
perspectives of sensitive themes, allowing the emergence of richer sets of data rather than focussing 
on speech alone.  
Before going further, the use of arts-based research methods with attention to data in forms 
of drawings is not new in the ‘refugee’ research sphere. A study was conducted to conceptualize the 
understanding of health and illness among refugee children from Burmese ethnic backgrounds 
(Fernandes et al., 2014; Liamputtong & Fernandes, 2015), while Benza and Liamputtong (2017) 
used this method of data collection to understand the experiences of motherhood among 
Zimbabwean women in Melbourne. Driven by their success, we contend that the usage of this 
method to understand how women of refugee backgrounds construct their patterns of beliefs 
surrounding motherhood and infant feeding pre- and post- resettlement would lend a significant 
strength to the literature.   
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While the abovementioned researchers gained meaningful artwork from their participants, this 
journey of using drawing methodology among women of refugee backgrounds from Myanmar and 
Vietnam in our study was a struggle. Our initial months of attempting to obtain visual data from 
mothers was exceedingly bleak. Despite applying the techniques gathered from the workshop, 
having Pranee’s prominent qualitative expertise, and the privilege of working alongside two 
experienced bicultural workers, we were repeatedly faced with rejection when it came to artwork. 
We knew every individual had the capacity to draw, but it became increasingly evident the main 
problem was June’s ethnicity during immersion in the field work (She is Malaysian Indian by 
ethnicity). June’s different ethnic identity made mothers feel reluctant to share their visual stories 
with her. At the beginning, June attempted to distance herself from the mothers during the phase of 
art production, either by walking out of the research “area” during the art exercise or suggesting that 
mothers draw during the interval between the first and second interview visits. However, Pranee 
suggested that this method would hamper June’s ability to observe mothers through the process of 
art-production, which is vital for analysis of drawings (Gill & Liamputtong, 2014). Pranee, Wendy, 
both bicultural workers and June, at several times, gathered to discuss a solution to this issue.  
After about six months of fieldwork, we eventually learnt the ‘art’ of requesting images in a 
culturally appropriate manner. This consolidates that increased engagement and exposure in 
fieldwork enhances trust between researcher, bicultural worker and participants (Liamputtong, 
2007b). Below we share some tips, tricks, challenges and solutions gathered through the journey of 
fieldwork which could inspire researchers who share a similar interest in obtaining visual data from 
women of refugee backgrounds.  
 Participant: “I am sorry, I cannot draw”  
The study initially focussed on recruiting 30 mothers from Myanmar (Karen, Karenni and Chin 
ethnic groups). However, after the first nine interviews, despite follow-up interviews and consent to 
participate in artwork, we did not succeed in getting any visual data, and mothers were also 
unwilling to share their lived experiences verbally (transcribed verbatim were close-ended 
answers). This led us to take a step back to review/reframe the research approach, should we desire 
to proceed on this research path. We began with an awareness that only a handful of researchers 
have thus far worked alongside women of refugee backgrounds from Myanmar (Niner, Kokanovic 
& Cuthbert, 2013). Additionally, we were also informed that access to these participants itself had 
been difficult, and it would be more so with more attempts to request visual data from them. We 
contend that women from refugee backgrounds have battled oppression and struggle with trust and 
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confidence because of their contact with persecution. Also, limited access to resources pre-
resettlement have led to the feelings of powerlessness, insufficiency and incapacity. This cascade of 
experiences has contributed to an enormous propensity to supress feelings and stories.  
The initial plan was to conduct the drawing exercise at the end of the interview. It was only 
then that the art materials were handed to mothers. The reason for this approach was to encourage 
comfort with the research process and team first, and use drawing downstream as means of 
validating verbal data. Since the plan was unsuccessful, a few “trial-and-error” adjustments were 
made, such as: (1) Adding another cultural group (Vietnamese) just in case the research fails to 
reach its purpose. A balanced number of Myanmarese and Vietnamese mothers were recruited. 
Obtaining artwork from Vietnamese mothers was easier due to their artistic nature, however they 
too rejected drawing initially. (2) Adding another sub-ethnic group from Myanmar (Kachin) who 
are known to be more outspoken and expressive. The incorporation of the Kachin ethnic group gave 
us the confidence to derive proper techniques when researching mothers from Myanmar. (3) 
Drawing materials would be visibly introduced as soon as the mother consented to artwork, in hope 
the participant will understand what the process entails from the start. In this manner, the invitation 
to draw would not shock the mother. (4) The drawing of perceptions and experiences will be 
encouraged from the start and mothers were encouraged to sketch when they felt like it. (5) 
Participants will also be prompted and encouraged to draw at the juncture when the team discerns 
one’s struggle to express the idea verbally. The team became sensitive to cue words such as “I 
don’t know how to explain”, “It is hard to describe”. Here is an image and some verbatim 
quotations reflecting the pathways from which the research team formulated our conversation 
among ethnic Kachin mothers. The ethnic Kachin mothers were the first group of women from  
Myanmar who got us all inspired that gaining images from Myanmarese women was not a ‘mission 
impossible’. 
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Figure 6.2: Experiences of seeing and breastfeeding their babies for the first time after 
delivery. 
This is an experience that mothers struggled to narrate. Prompting an explanation of the indescribable 
engendered powerful images; concepts of this image is founded in their religiosity.  
 
Figure 6.2 
June: Can you tell me an experience of having your baby at your breast for the first time?  
Participant: It’s beautiful…. I just don’t know how to describe it?  
June: Oh wow… That must be incredible… Would you like to draw something about the 
feeling? It could be anything at all… There is no right or wrong … Your experience is so special 
to my research….  
Participant: Hmmm…. It’s just like this.. I am smiling as soon as a saw my baby and feeling 
her latch on my breast. I’m carrying her and she is attaching to me… This is our first time being 
together….   I used the brown colour because our skin was touching and I am Kachin and my 
skin is brown... 
 
 Research team: “That is okay…It must be hard for you… Lets move 
on…. Now this an interesting and brilliant concept…. Would you like 
to sketch it for me”    
After obtaining rich, visual data from the Kachin mothers, the now blooming research technique 
was carried to mothers from other ethnic groups. Along the process of data collection, it was 
understood that empathizing with the mother’s rejection to draw was important, as it established 
participant-researcher rapport, trust and comfort. It was observed that the quality and richness of 
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data increased as the research team gently affirmed and encouraged the mothers. Their past 
experiences of constant discouragement led to their struggle with confidence and self-esteem. Thus, 
empathy and encouragement was the key to unleashing their artistic ability. This approach finally 
yielded visual data from Karen and Karenni mothers. They could share their visual perception of 
experiences, while waiting patiently for their construction of thoughts. Imaged 4 was produced by a 
Karenni mother. Through observation, the sketches from Karen and Karenni mothers were simpler 
compared to those of the Kachin mothers, whose images were more colourful.  Karen and Karenni 
mothers choose not to use the provided felt pens and crayons, but instead asked for the pen that 
June was using while jotting her field notes. This portrayed deep humility and simplicity. The 
sketches by Karen and Karenni mothers were delicate.  
 
 
Figure 6.3: Bonding during breastfeeding 
This image illustrates the bonding during breastfeeding. It was initially difficult to get the mothers 
from both sub-cultures to share their stories. However, this rich piece was attained through continued 
engagement.   
Figure 6.3 
Participant: Breastfeeding makes my baby close to me…  
June: Thank you. Would you like to tell me more? 
Participant : No  
June: Would you like to draw that sense of closeness for me? 
Participant: I cannot…. But I will try…  
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Participant: (Here this mother seems unsure how to hold the pen but I kept affirming her that 
she was doing well as she drew this beautiful stick-human image)… During breastfeeding I 
always hold my baby.  
 
 Participant: “This really unleashes my past… I have never seen 
myself capable”  
Here, we highlight drawing as a means of empowerment, especially when used with women from 
vulnerable backgrounds. The iterative process of emphasizing, encouraging and affirming gave 
mothers the power to convert what they deemed as an incapacity into a form of power (through 
their artwork). During fieldwork, June observed empowerment among ethnic Chin and Vietnamese 
women. The Chin and Vietnamese refugees arrived in Australia without their extended family 
members, following a deeply traumatic resettlement journey. In countering this, the research team 
persistently reinforced with mothers that their stories were very important and could be a means of 
encouraging mothers in the near future. 
Here, we argue that the process of visual image production unravelled some traumatic 
aspects which they had never discussed in the past. The process of artwork production, hence, had a 
therapeutic effect in their lives. While the struggle in artwork production among ethnic Chin 
mothers was nested around oppression, poverty and discouragement, the Vietnamese relayed their 
struggle with artwork as a status-quo issue. In contemporary Vietnam, art was only encouraged in 
primary school as it was seen as a task of children or the “immature”. Culturally, it is also perceived 
that the job of an artist is undertaken by the outcast and least privileged in society. The 
conversations in the charts below are aspects of communications that took place between the 
research team and participants during the process of engaging and building trusting relationships. 
The verbatim reflects questions pertaining to motherhood and the meaning of infant feeding in their 
cultural perspectives. 
Conversation A (Chin)  Conversation B (Vietnamese) 
Participant: “In our Chin culture…the child is 
a mirror image of the mother.”  
June: Would you like to draw this thought on 
motherhood? 
Participant: I needed to undergo some 
radiation treatment… it will harm the baby. I 
felt like I only had one choice which was to opt 
for the formula milk.  Just like the fish… it only 
has one choice, it can only be in the water to 
continue living…”  
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Participant: Yes I could since I already started 
talking on it. It makes it easier… Well, I 
rejected all your initial drawing prompts.. I am 
so sorry.. I struggle to draw… When I was little 
I loved drawing … but my mother told me I’m 
wasting paper and wasting money by drawing… 
So I stopped… This is the next time (after 22 
years) that I am drawing again”  
“Looking back .. I still can draw… This really 
unleashes my past… I have never seen myself 
more capable”  
 
“ Now that I have drawn this picture I wonder.. I 
have never expressed this feeling to anyone 
before….Thank you for asking me to draw… I 
feel a big burden released”.     
 
 
In short, women from refugee backgrounds struggled to produce visual data initially. 
However, after some interventions, we succeeded in gaining valuable insights from their life stories. 
First and foremost, it was fundamental that we were sensitive to their resettlement issues as 
subjectively as possible – by ‘going into’ their situation. This enabled the participant to establish a 
sense of security and trust with the research team. This sub-theme, while highlighting the multiple 
challenges that refugee women undergo, also demonstrates ways in which we can enhance maternal 
sense of agency over the stresses of daily living.    
 
The visual data (in the form of drawings) described the participants’ lived experiences in multiple 
dimensions. Mothering and infant feeding in their cultural understanding begins with pregnancy 
where the mother is watchful of her food and bodily conducts. This extends through parturition in 
order to counter the perceived thermodynamic disequilibrium due to the loss of blood and energy 
from the childbirth process. Traditionally, the new mother is surrounded and supported by female 
family members who provide her with moral, verbal and physical support in terms of house-keeping 
and preparation of culturally prescribed meals. However, mothers experience a ‘disconnect’ in 
Australia where they are not only separated from their primary support networks, but also are faced 
with the need to navigate the western healthcare system and new societal culture. While 
breastfeeding was the norm of infant feeding among Myanmarese mothers, the cultural ‘shift’ 
caused by resettlement led some mothers to opt for formula-feeding. Knowledge of the goodness of 
breast milk and rooted spiritual beliefs encouraged breastfeeding in Australia. Conversely, formula-
feeding is the current trend of infant feeding in contemporary Vietnam. Despite being from the less 
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privileged population groups, most Vietnamese mothers in this study portrayed some degree of 
mimicking the perceived modern-world trends, while those who breastfed their babies were driven 
by determination and sacrificial love that was rooted in their conceptualisation of God.   
From our observation, there was no vast difference between the type of images produced by 
mothers from Vietnam and Myanmar, despite mothers from Vietnam being more corporeal about 
their drawings’ expressions – focussing on bodily notions. Chin mothers struggled to engage with 
drawings, while the Kachin mothers drew confidently when prompted. The Karen and Karenni 
mothers tended to draw fine-stick sketches, gaining confidence through successive interviews.  
 
 
Through the journey of data collection, a vast spectrum of artwork that dictates many stories and 
notions was obtained. Visual data unravels a deeper understanding of subjective experiences. 
Participants in this study used drawing to express several themes:   
 
 To illustrate a location  
Mothers from the Karen culture traditionally bury the placenta of their newborn immediately after 
delivery. Mothers in this study did not have the opportunity to continue this cultural practice due to 
lack of cultural information within the Australian healthcare system. This artwork helped mothers 
unleash the importance of cultural beliefs for their child’s well-being. While mothers were able to 
list the locations for burial, they were unaware of the meanings these burial sites held. The process 
of meaning-making that takes place during the process of art-production enabled mothers to point-
out the accurate site of the burial and later explain the meaning behind the cultural location.  
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Figure 6.4: Location of placenta burial 
Figure 6.4 illustrates the location (dotted) where the placenta is buried. The color (pink) used in this 
sketch aided in meaning-making of the burial site: for the child will be loved due to the frequency 
of people passing by the busy junction. 
 To illustrate the concepts of motherhood  
Mothers, including those in this study, conceptualized themselves as carriers of multiple identities. 
They juggle roles as nurturers, protectors and role models. They too feel that by nature they 
contribute to the well-being of their children, and battle struggles and sacrifices. The use of drawing 
as a research method unleashed some notions of motherhood that may have not been possible via 
conventional research methods. 
6.9.2.1 Shelter  
Mothers from refugee backgrounds used the image concepts of hands and trees to illustrate their 
worldview as nurturers. In terms of shelter for their children, mothers also used the concept of trees 
to illustrate this theme. In the Myanmarese culture, trees signify strength. An ethnic Karen mother 
mentioned that only a “strong tree could shelter people from the sun”. She attributed this to the 
torrid summer heat in Brisbane, a season that her children associated with picnics. She adds: “Every 
time we go to the park, the first thing we do is to find a tree that could give us shade”. Here, she 
conceptualizes that a good mother is one who could be a good shelter and refuge for her children.  
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Figure 6.5: Motherhood as a good tree that could shelter from heat 
6.9.2.2 Mirror 
An ethnic Chin mother conceptualized motherhood as a mirror (Figure 8.2). She believes that her 
characteristic traits will be mirrored in her child. She adds that this cultural belief encourages her to 
watch her conduct vigilantly.    
6.9.2.3 Shadow 
Mothers also perceive breastfeeding as a hidden act. While discussing this, a Vietnamese mother 
explained as she drew: “Mother’s role is so important in the child’s development, however 
it’s…often undervalued”. This feeling reminded her of the traditional family gatherings in Vietnam 
where the mother is absent in major familial gatherings, while the man gets the limelight and 
recognition.  
6.9.2.4 To illustrate vulnerability  
The initial postpartum period in traditional cultures is perceived to be a phase of vulnerability for 
the mother. While this vulnerability is frequently described in literature (Liamputtong, 2000b; Chu, 
2005), it was interesting to understand how women pictured this state. Vietnamese women in 
Liamputtong (2002) call it a period similar to that of “crab shedding its shell”. Likewise, a 
Vietnamese mother delved into her memory of seeing snakes changing their skin during her 
childhood years. She exclaimed: “The period after childbirth is like a snake changing its skin We 
are so weak… We need to hide in a safe and dark place to be protected from danger”.  
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Figure 6.6: The weakness after childbirth, like a snake that is shedding its skin 
6.9.2.5 To illustrate how mothers counter the state of vulnerability 
During the period of vulnerability, mothers abide by some culturally prescribed rituals that 
perpetuate the preservation of bodily heat to counter the state of vulnerability. While Vietnamese 
mother perform a ritual known as ‘mother-roasting’ to regain their health for the motherhood tasks 
ahead (Rossiter, 1992a; Liamputtong, 2000b; Groleau et al., 2006), Myanmarese mothers keep their 
bodies warm by sitting by a fire. A Karen mother drew an image of a pair of socks to illustrate how 
she kept her body warm in Australia. She wore thick socks instead, as homes in Australia are 
structurally different and not suited for fire-based rituals, which is vital during the confinement 
period. 
 
Figure 6.7: Socks to keep the new mother’s body warm after childbirth 
6.9.2.6 To illustrate the freedom in Australia   
Mothers from Myanmar and Vietnam underwent moments of persecution and oppression prior to 
arrival in Australia. Upon arrival, they expressed the freedom of being a big country of valleys and 
terrains as birds fly in the sky. They expressed that they could hardly bask in such beauty during the 
distressful journey of fleeing their homelands. These hardships helped mothers to build resilience 
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and endurance, which was vital for adaptation into a new dimension of motherhood in Australia. 
Figure 6.8 portrays an expression of their freedom and joy of living in Australia.  
 
 
Figure 6.8: Experience of freedom, peace and tranquillity in Australia   
6.9.2.7 To illustrate the goodness of breast milk  
Breast milk has long been known to be the best food for infants. Mothers from refugee backgrounds 
agree with this too. While breastfeeding is recommended for the numerous health benefits it 
bestows upon mother and baby, it also provides the baby with unique species-specific nutritional 
and immunological treasures - the mother’s bodily goodness and antibodies. An ethnic Karen 
mother drew this image when illustrating her perception of ‘breast milk is best’. She highlighted 
that the nutritional and immunological properties from her body helps her baby, which she 
describes as a flower ‘blooming’ in radiance, health and glory. She believes that breast milk is the 
continuance of nurturing that begins at pregnancy. In her perspective, this image is a representation 
of her Christian perspective of ‘bloom where you are planted’, which expresses that a child is a gift 
to the family in the Christian perspective.  
 
Figure 6.9: The radiantly blooming flower, a representation of ‘breast milk is best’  
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Through the valuable images gathered, we conclude that visual data in the form of drawings from 
mothers of refugee backgrounds, driven by postmodernism, will be a powerful means of driving 
healthcare practice and policy development to the next level as it unravels perspectives beyond 
cultural understandings. Despite this research method facing rejection as a ‘mission impossible’ 
initially, its success here is proof that women from refugee backgrounds can engage in visual arts-
based research. It is hoped that the tips and tricks listed above could be a means of encouraging 
more researchers to invest in studies that involve women from refugee backgrounds. The messages 
projected from visual data are powerful as it helped participants to contemplate and delve deeper 
into levels of consciousness that are difficult to express by words. The use of colours related to their 
feelings also unmasked perspectives that words could not describe. We found the postmodern 
research approach appropriate as it seeks multiple truths. It was interesting to see various principles 
emerge as participants were given the freedom to express their worldview in whichever manner 
suits them best. 
The rise in political agendas worldwide continues to displace a many vulnerable people 
from third-world nations daily. This has a significant impact on women in particular, as they not 
only battle losses, but also shoulder the need to shelter their innocent charges. While, from the 
public health perspective, we are unable to control their displacement, we argue through these 
findings that drawing could be a powerful means of gaining access to their subjective and hidden 
experiences of trauma for intervention purposes. Additionally, drawing could also be a means of 
soothing disquieting feelings of their journey, as art could be a meaningful therapy for people who 
have never had a chance to be heard.  
 As Chapters 5 and 6 comprehensively established the research methodology and uniqueness 
of the drawing methods in gaining infant feeding perspectives and experiences, the subsequent four 
results chapters (Chapters 7-10) give an in-depth representation of the four themes that arose from 
data analysis.   
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CHAPTER 7  
Infant Feeding Beliefs – The Cultural Perspective 
 
 
While Chapters 5 and 6 described the participants, methods of data collection and analysis, the next 
four chapters describe the study’s findings. Analysis of verbal and visual data showed that infant 
feeding decisions were shaped by infant feeding beliefs that were ingrained within concepts of the 
body. ‘Best’ feeding practices, the understanding of infant growth, interactions with healthcare 
professionals and negotiations of social and structural spheres both pre- and post-resettlement were 
dependent upon embodied synergy between the mother, infant and their surrounding environment. 
Four major themes were identified following data analysis and are presented in four individual 
chapters. Each main theme has a number of sub-themes that focus on specific elements of interest 
concerning the experiences of motherhood in respect to infant feeding among Vietnamese mothers 
and those from the Karen, Karenni, Chin and Kachin ethnic groups from Myanmar.  
(1) Chapter 7 - Infant Feeding Beliefs – The Cultural Perspective illustrates the beliefs 
about childbirth and postpartum recovery that facilitate maternal health required for 
breastfeeding, and further elucidates knowledge and cultural perspectives about breast milk, 
solid foods and weaning. Three themes encompass the infant feeding beliefs among the 
participants: (1) Beliefs about Childbirth, Postpartum Recovery and Lactation: Warmth & 
Security; (2) Beliefs about Breast Milk: Nature, Health, Behavioural & Spiritual; and       
(3) Beliefs about Solid Food and Weaning: Culture, Transition & Weaning. 
(2) Chapter 8 - Maternal ‘Ways of Knowing’ – Decisions about Infant Health delineates 
maternal duty and responsibility over their child’s well-being according to their cultural 
understandings of health and illness. These include the perception that maternal bodily 
attributes are transferred through breast milk, that ‘common-sense’ is needed in judging 
appropriateness and timings for infant food transitions, and the perceptions of growth and 
infant feeding decisions. The three themes included in this chapter are: (1) Transmission of 
‘Attributes’: Child is a ‘Mirror Image’ of its Mother; (2) Indicators of Infant Feeding: 
Observing the Garden of Flowers; and (3) Cultural Growth Standard: Size Matters. 
(3) Chapter 9 - Resources, Identity, Place – Motherhood and Infant Feeding in a New 
Homeland depicts the basis of their infant feeding practices pre- and post-resettlement, the 
impact of traditional and biomedical intersection on breastfeeding, and also experiences of 
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breastfeeding in public. These are described in three themes: (1) Scarcity to Abundance: 
Negotiating Feeding Choices; (2) Traditional-Biomedical Intersection: Transitional 
Configuration; and (3) Spatial Bodily Negotiations: Public or Private?  
(4) Chapter 10 - Motherhood, Nurture & Connection - The Embodiment of Breastfeeding 
presents how women from refugee backgrounds conceptualise their motherhood and tasks as 
nurturers from the embodied lens. The three themes are: (1) Motherhood: Nature, Culture 
and Resettlement; (2) The Embodiment of Infant Feeding: Breastfeeding and Weaning; and 
(3) Breastfeeding is Natural: Structure, Signal and Supply. 
 While these four chapters describe the themes and sub-themes, in-depth discussions in line 
with the theoretical frameworks presented in Chapter 4 are presented in Chapter 11. Narratives in 
the results chapters are identified by the pseudonym assigned to mothers, their cultural background 
and length of stay in Australia, as it may have an impact their cultural beliefs and infant feeding 
practices. Since ‘culture’ and ‘ethnicity’ lack objective definitions, the use of these terms in the 
findings reflects the perceptions and expressions of mothers in this study.  
 To introduce Chapter 7, mothers in this study not only derived meanings about infant 
feeding directly, but also entwined it with their perceptions of childbirth and the state of maternal 
body and health after childbirth. This chapter discusses the three identified themes on cultural 
perspectives and beliefs: (1) Beliefs about Childbirth, Postpartum Recovery and Lactation: Warmth 
& Security; (2) Beliefs about Breast Milk: Nature, Health, Behavioural & Spiritual; and (3) Beliefs 
about Solid Food and Weaning: Culture, Transition & Weaning.  
 
Mothers from Vietnam and Myanmar used the concept of ‘warmth and security’ to describe their 
cultural understanding of childbirth, motherhood, health and breast milk production. In their 
cultural understandings, only a healthy mother could nurture a healthy infant. Thus, they needed to 
have recovered from childbirth to be in a good state of health that favoured breast milk production. 
From the perspective of the Vietnamese women, a healthy mother was one who was strong, fit, 
glowing and radiant. The Vietnamese culture, as expressed by the participants in this study, 
predominantly focused on “beauty and preservation”. The English translation of a Vietnamese 
idiom presented in Figure 7.1 translates into: “After you [gave] birth to your first child, your face 
blushes in radiance and beauty”.  
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 Figure 7.1 depicts how Chau saw herself in optimal health for her mothering duties, 
including breastfeeding. The orange flower and snake were symbolic of the recovery of her body 
after childbirth, which was crucial for her. The choice of bright orange signified the beautiful fully-
bloomed flower with a pink blush.   
It’s common in our culture, you can see the glow in a woman after having her first baby. 
She needs to stand out… so in this artwork my mind went to the beauty that would arise 
from the weakness ….the beauty of a mother fully recovered. (Chau, Vietnamese, 9 years) 
 
Figure 7.1: Ideal motherhood from the Vietnamese perspective 
On the other hand, Myanmarese mothers used images of trees to illustrate their bodies. 
Figure 7.2 presented a healthy mother as a big tree that had the capacity to give shelter to her 
children through breast milk. From her viewpoint, motherhood was like the ‘preferred’ tree in 
picnic grounds: “The best tree has a lot of leaves and can shelter my children in the sun” (Zaw, 
Karen, 6 years).  
 
Figure 7.2: Ideal motherhood from the Myanmarese perspective; reproduced from (Joseph, 
Liamputtong & Brodribb, 2017) 
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Discussions under this theme are sub-divided into: The state of the maternal body after 
childbirth; behavioural and dietary rules required to re-establish maternal health; and cultural 
beliefs regarding breast milk production. All aspects focus on the preservation of warmth. 
 The body after childbirth: like a moulting crab or tree without leaves  
Mothers from both countries believed that their bodies were in a vulnerable state of coldness and 
weakness following childbirth, which was frequently seen as a period of rebirth. Vietnamese 
mothers used metaphorical terms such as “like a moulting crab”, “like a snake shedding its skin” or 
“like a plant without sunlight” to describe their perceptions of the time around childbirth. They 
believed that childbirth opened the pores of their skin, leaving their bodies in a cold state and 
making them susceptible to illnesses such as influenza, headaches, arthritis and low blood pressure, 
which they thought could be fatal. Vietnamese mothers also thought that the state of “coldness” 
was due to the loss of blood and energy during childbirth.  
Tuyet illustrated her state of fragility after pregnancy and childbirth through an image of a 
soft moulted crab that had just emerged from its older shell (Figure 7.3). She made meaning of her 
experience of childbirth from her experience of walking along the lakes in Vietnam during her 
childhood, where she used to pick up fragile crabs and consume them alive. The upper image is the 
former shell, while the bigger crab below is the ‘new’ crab, which she termed as ‘soft’ and ‘juicy’ 
to denote the post-delivery state of weakness.  
 
Figure 7.3: Vietnamese state of health after childbirth  
Each year crabs grow and releases its old shell to become another. The new crab is very 
milky [not rigid] but alive…Crabs hop on the bank of the lake to do this… the bigger one is 
initially us [mothers], so soft… we used eat them raw and alive… so mothers are so weak 
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and susceptible to ‘predators’ [illnesses, cold weather, negative emotions] during this time. 
(Tuyet, Vietnamese, 3 years) 
From the Myanmarese perspective, the new mothers’ state was termed “thwei:nu:tha:nu”, 
which means she was “delicate like a baby” again (Htet, Karenni, 6 years). They believed that their 
body was “soft” and “new” because their blood after childbirth was now brand new. The impact 
that childbirth had on their bodies was described as: “we have to use all our energy, muscle and 
cells….Our skin colour changes too…  After delivery we are damaged and weak” (Nguwar, Kachin, 
6 years).  
Figure 7.4 represents how Aarya, a Karen mother who has lived in Australia for 4 years, 
thought that soon after childbirth her body was like a tree with scanty leaves that could not provide 
shelter. The imagery of a cloudy, rainy day suggests that her body was cold and incapable of breast 
milk production. She felt that she needed to put socks on her feet and drink hot liquids to encourage 
‘growth of her leaves’ (recovery), until she was capable of sheltering and nourishing her offspring 
with her milk. From her Myanmarese perspective, maternal deviation from cultural recovery 
practices could lead to ill health, such as body aches, shaky limbs, dizziness and low blood 
pressure.  
 
Figure 7.4: Myanmarese state of health after childbirth 
 According to all mothers in this study, the new mother was extremely susceptible to short- 
and long-term illness after childbirth. Due to the value of the maternal role in the well-being of 
families, it was traditionally recommended that mothers follow behavioural and dietary cultural 
rules, described in sections 7.2.2 and 7.2.3, which focus on bodily recovery and replenishment. One 
mother made meaning of the importance of maternal recovery by recalling an aspect of the 
passenger safety announcement made in aircrafts in preparation for take-off.  
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…as a mother…you just naturally tend to concentrate on your child and forget about yourself. 
But you know when you fly, the aeroplane recordings teach you to ‘save yourself before you 
look after those under your care’. Similarly, our culture emphasises that mothers are 
physically and mentally fit. Just think about yourself as a human. You just went through a 
traumatic event of childbirth and your body needs time to recover. (Thuy, Vietnamese, 27 
years)  
 Behavioural confinement rules: hidden and warm  
To ensure recovery, there were a number of cultural ‘rules’ to follow after childbirth. Traditionally, 
mothers were expected to spend a period of time, ranging from one to three months within their 
homes. Vietnamese rules focussed on a period of 100 days post-birth, while Myanmarese mothers 
were confined for a month with an extension of up to three months if the mother was ill and needed 
extra care. It was thought that the ‘cold wind’ (Vietnamese narratives) or ‘raw breeze’ (‘ki zein’ in 
Burmese) could be detrimental to the new mother.   
Vietnamese mothers viewed the period following childbirth as the weakest time of their 
lives. Therefore, they needed strict cultural care in order for them to recuperate. One mother 
described the confinement period as an intimate time between mother and infant, like that of the 
private and hidden environment where snakes shed their skin, as shown in Figure 7.5. During this 
time, the new mother totally devoted herself to her infant while she rested and kept warm to recover 
from childbirth.  
 
Figure 7.5: The hidden and warm ambiance of the confinement term 
They [snakes] usually hide and change their skins in quiet, hidden and sheltered places 
beneath plants. So that’s what new mothers do… We confine quietly alone with the baby. So 
I was trying to draw the snake, shed the skin, and the skin is always changed in a sheltered 
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place…So that’s why as you can see it I tried to draw all the plants around it, like a nest 
there. (Chau, Vietnamese, 9 years)  
In contrast, Tuyet’s depiction of crabs moulting (see Figure 7.3, Page 93) was on the open and 
unprotected banks of the lake. This made the crabs vulnerable to predators and harvesting for 
human consumption.  
Mothers from both countries had similarities and differences in the ways they kept warm 
during the confinement period. Despite some differences in practices, however, the reasons why 
heat and well-being were important in the early postpartum phase were similar: “We are weak and 
the warmth brings healing” (Tuyet, Vietnamese, 3 years).  
Some rituals were based on the understanding that the pores of the mother’s skin were open 
after childbirth (see section 7.2.1, Page 93). In response, Vietnamese mothers smeared peppermint 
oil and mixtures of rice wine and turmeric over their bodies, while Myanmarese mothers had a 
similar ritual with turmeric powder. The smearing of ointments and herbs was also believed to 
restore skin elasticity. Mothers from both countries also wrapped their heads with cloth, wore 
sweaters and socks, and blocked their ears with cotton balls. Vietnamese mothers were encouraged 
to abstain from showering for one to three months, while mothers from Myanmar could shower as 
long as they had access to warm water. Using soap was not recommended in the first month post-
birth in the Karen culture, due to concerns that chemical components could leech into the ‘new’ 
body.   
Many mothers used heat to assist with involution of the uterus, return the abdominal 
muscles to their original position, help the body ‘absorb’ heat since their body was cold after 
childbirth, promote blood and breast milk circulation, and purge ‘impure’ blood from the uterus. 
Vietnamese mothers massaged their breasts with heated sweet potato leaves in the first few days 
post-birth to stimulate breast milk production, believing that the heat was an early stimulus to 
“cook” their breast milk. They also performed the ‘mother-roasting’ ritual, where they “baked their 
tummies [abdomen]” over a heat source, commonly a charcoal fire, that was placed beneath their 
beds during the confinement period. In Figure 7.6, Tuyet shows how a mother lies down on a bed 
on her abdomen, cushioned with a pillow. This ritual was performed twice a day, until the charcoal 
turned into ashes, approximately two to three hours later.   
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Figure 7.6: Mother-roasting ritual in the Vietnamese perspective 
Myanmarese mothers also had similar beliefs about the importance of heat. In the snowy 
mountains of Myanmar, every Kachin household was fitted with a fireplace. Thus, new mothers 
usually stayed close to the fireplace for their traditional heat treatment (known as ‘mi hloun’). When 
there were no fireplaces, for example in the Thai refugee camps, mothers from the Karenni ethnic 
group “snuggled by the fire” (‘nwei nwei htwei htwei’) for one month. They contained the fire with 
fire-proof sheets within their homes, close to the mother and infant. Karen mothers, on the other 
hand, placed heated rocks (warmed by pouring hot water on the rocks) wrapped with cloth over 
their abdomen. Mothers who gave birth by caesarean section were exempt from this ritual to 
prevent wound infections. 
Mothers from both countries performed vaginal-care rituals, but in different ways. These 
rituals served to prevent postpartum chills (mi ja’ chan in the Burmese language) and wound 
infections. Vietnamese mothers either squatted over a charcoal fire with garlic, alum and Chinese 
herbs or a tub containing a heated salt solution. Karen and Kachin mothers were encouraged to 
squat over grilled herbs, commonly hpoun mathein (small tree leaves with some measure of 
camphor) and hsanwin (turmeric), a boiling pot of herbal infused water, or heated river rocks 
sprinkled with turmeric powder. This ritual was described as follows: 
I boiled some kind of medicated leaves, covered my body and sat on stool over the boiling 
pot so I can get all steam to heal my uterus and vagina and also I can get really sweaty. 
Then I showered with that water. After that I was feeling well. This method is prevention for 
mi:ja’ chan which is important in ensuring breast milk production. A mother must be 
healthy and warm in order to produce breast milk. (Phu, Karen, 7 years)  
While mothers from Myanmar believed that the vaginal-care rituals assisted with breast milk 
production by preventing mi ja’ chan, the Vietnamese made no such connections.  
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Mothers from both countries also restricted some activities during the confinement period, 
such as carrying heavy objects or having sexual intercourse. These activities were thought to cause 
uterine prolapse, halt bodily recovery and affect the mother’s milk by turning it ‘bad’ (stale and 
dry). Vietnamese mothers were also encouraged to be calm, as excessive crying or stress could 
adversely impact their capacity to produce breast milk (see Chapter 8.2.3.2, page 118) and affect 
their long-term emotional health.  
During this time, new mothers received physical and emotional assistance from their extended 
families. In the Vietnamese culture, the postpartum confinement period was seen as a strictly 
private affair, where visitors, except close relatives and friends, were not encouraged. The 
Myanmarese did not share similar rules about visitors. However, new mothers were cared for by 
maternal grandmothers throughout the confinement period.   
 Dietary confinement rules: consuming htanje’ 
In addition to behavioural rituals, mothers also had cultural dietary rules to restore the heat 
disequilibrium that resulted from childbirth. Table 7.1 represents the prescribed and proscribed 
foods in all the cultures covered in this study. Vietnamese cultural dietary rules are highlighted in a 
darker shade, while Myanmar’s are in a lighter shade of grey and sorted according to ethnicities.  
During their respective confinement periods, mothers from both countries generally 
consumed hot liquid-based foods, such as hot soups, along with culturally prescribed vegetables and 
herbs. Vietnamese mothers, however, consumed liquids in moderation, as it was perceived to 
interfere with their postpartum weight loss goals. Hence, they predominantly consumed meat that 
was cooked until dry. Their dietary beliefs were nested within the ‘hot’ and ‘cold’ philosophy of 
internal body heat. 
Foods are classed as hot type and the cold type…anything lying in the line with the cold 
type, we don’t eat. For example cucumber…we also don’t eat anything that’s raw or sour. 
We don’t eat anything that is ice cold because your internal body would become very 
cold…Everything that we take in is warm, even water needs to be warm and not too much. 
(Hanh, Vietnamese, 33 years) 
Additionally, excessive body heat was thought to cause constipation and heat rashes. To balance the 
heat, side-dishes with ‘neutral’ properties, such as steamed stuffed winter melon and cabbage with 
boiled eggs, were served alongside confinement meals. The consumption of a special wine 
preparation (commonly used to eliminate intestinal worms), also served the same purpose. 
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Table 7.1: Dietary rules during the confinement period 
Cultural groups Prescribed  food Proscribed food  
Vietnamese* Soups (in moderation), dry 
food, pork, pork paw, steamed 
vegetables, green pawpaw, 
black chicken, ginger, pepper, 
traditional Chinese medicine  
Oil, chilly, fish sauce, sour 
food, beef, cold fruits and 
vegetables (cucumber), ice , 
pickles, seafood  
Karen  Grilled fish, hot soups, turmeric 
water, ox-tail (non-Buddhist), 
pepper  
Cold water, ox, chicken 
(surgical delivery), cucumber 
(cold), chilli, sour and spicy 
food, chilli, smelly and pungent 
vegetables, fruits, creeper 
plants, beans  
Karenni  Chicken, beef, soups Pawpaw (cold), bamboo, 
mushroom, eggplants, fruits, 
chillies   
Chin  Chicken, beef, oxtail  Monosodium glutamate (salty), 
pork, bamboo shoots (cold), 
coriander (smelly), chilli, fish 
paste, fish, raw food  
Kachin  Organic chicken, special 
solidified oil  
Vegetables from creeper plants, 
chilli, ‘bu:’ leaves (a kind of 
guard), cucumber  
*There were some differences in cultural meal preparations among arrivals from Vietnam, depending on the region 
from which they originated 
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Ava, a Karen mother, drew her dietary confinement rule in Figure 7.7. She consumed 
htanje’ (jaggery, palm sugar), boiled with traditional herbal roots (mainly turmeric) to remove 
contaminated blood from her body, promote uterine healing and restore heat. Her artwork illustrates 
how she wrapped her body in thick clothes while consuming this medicinal drink, to maximise heat 
retention. Besides the htanje’, Karen mothers also consumed turmeric (hsanwin’) water with pepper 
for a similar purpose.  
 
Figure 7.7: The consumption of htanje’ to restore bodily heat (Karen)  
The confinement dietary rules were also believed to minimise any harm to the mothers’ 
weak bodies after childbirth. In the Vietnamese culture, the consumption of “wrong” food during 
confinement was thought to have adverse long-term effects on different organ systems in the 
mother’s body. For example, the consumption of sour food was thought to weaken the bladder 
muscles and cause urinary incontinence in old age, while the consumption of oily food made one 
cough. Thus, their foods were mainly prepared by steaming or slow-cooking. It was also believed 
that drinking water immediately after childbirth from a well that was built within their homes 
nullified the negative health impacts of proscribed food. In the Myanmarese perspective, the 
consumption of proscribed food, in some cases, was thought to be fatal for both mother and infant. 
Thus, like Vietnamese mothers, they too abided by their respective cultural dietary rules.  
 Culture and breast milk production: the dandalun tree  
Cultural dietary rules (see Table 7.1) also had an impact on breast milk production. Food consumed 
by mothers was thought to either function as an inducer or inhibitor of breast milk production. Food 
with “hot” properties typically increased breast milk production, while “cold” foods reduced breast 
milk production by solidifying breast milk and causing blocked ducts. Vietnamese mothers 
consumed pork paw (trotter) soups to stimulate and maintain their breast milk supply. They made-
meaning of the breast milk inducing capacity of the pork paw from its anatomy:  
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I think the tendon behind that paw is the part that produces breast milk…because we need to 
cook it for hours to the point that the water becomes a little thick or jelly-like texture… a 
little bit heavier than other liquid… So that’s what gives a lot of breast milk. (Hanh, 
Vietnamese, 33 years) 
Ginger and pepper were often incorporated into Vietnamese confinement cuisines due to their heat 
properties. Vietnamese mothers also classified younger shoots of sweet potato leaves and small 
(lady’s finger) bananas as breast milk inducers, while watercress leaves and larger varieties of 
bananas were thought to be inhibitors.  
Myanmarese mothers recommended dandalun (drumstick) leaves, cooked as soup, for its 
breast milk-inducing capacity. Nguwar made-meaning of her surplus of breast milk by drawing an 
image of a dandalun tree, as shown in Figure 7.8. She added, “drumstick leaves makes your body 
warm to produce more breast milk” (Nguwar, Kachin, 6 years). Nguwar also spoke about the 
commercial use of these leaves in water purification plants, and how she believed that the 
consumption of these leaves symbolically enabled her body to purify breast milk prior to her 
infant’s consumption. After this image was drawn, both Nguwar and the research team thought that 
the image also illustrated the internal view of a human breast.  
 
Figure 7.8: The dandalun or drumstick tree 
Ox tail soup was also classified as a breast milk-inducer in the Myanmarese culture. Nguwar 
mentioned the speed and flow of breast milk production after she consumed ox tail soup: “After I 
drank the soup, 15 minutes later my milk came out so fast”. Additionally, Karen and Kachin 
mothers consumed turmeric, either as a powdery drink or whole grilled root, to increase breast milk. 
Other foods thought to increase breast milk in the Karen and Karenni cultures were kinbum 
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(coccinia indica), choko, jackfruit, water convolvulus, pennywort, horseshoe vetch leaves and 
plantain buds. Kachin and Chin mothers, on the other hand, predominantly consumed chicken due 
to the belief that chicken meat could heat up their bodies.  
 
Mothers described breast milk in terms of the natural characteristics of breast milk; the perception 
that human milk nurtures a human infant; and also the spiritual aspect of breast milk as a gift from 
God. Maternal perceptions of breast and infant formula milk are discussed according to their 
feeding decisions.  
 Characteristics of breast milk: natural, pure, best 
Breast milk was viewed as the essential food for infants, since it was tailored exclusively for the 
infant from its mother’s body (discussed further in Chapter 10.2.2, page 149). Formula milk, on the 
other hand, was described as milk that had been processed on a large scale under controlled 
conditions. There were three main aspects of breast milk beliefs, including how breast milk is 
produced, its purity, and how it affects the heath of the mother and the infant. 
7.3.1.1 The production of breast milk   
These mothers attributed breast milk production to various means. From the cultural viewpoint, 
breast milk was thought to be produced only after the mother started the confinement rituals 
described in sections 7.2.2 to 7.2.3. Generally, mothers from both countries attributed breast milk 
production to being in a peaceful and rested state.  
Vietnamese mothers associated breast milk production after the infant’s birth with hormonal 
mechanisms that resulted from the infant suckling at the breast (discussed further in Chapter 10.4.3, 
pages 161-162). One mother, who formula-fed due to her inability to lactate, even after trying 
different strategies, attributed her “incapacity” to the genetic make-up of her ancestral lineage, “My 
mother, my sisters and cousins too could not make enough milk” (Xuan, Vietnamese, 30 years). 
Myanmarese mothers, who all generally breastfed their infants, however, found that they had milk 
naturally “dripping out” right from the sixth month of pregnancy. Aspects of breastfeeding in 
relation to the maternal body are presented in Chapter 10.4. 
Hien, who breastfed initially and later switched formula-feeding (described in Chapter 
8.2.1), contrasted the nature of breast milk, which she thought to be ‘child-specific, changing, and 
uncontrolled’, with infant formula milk that was seen as ‘broader, constant, and requires 
calibration’: 
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Mother’s milk is nurtured for a particular child right from pregnancy, gentle for the baby… 
and is by nature exactly as to how the baby needs it [to denote that the composition of breast 
milk is constantly changing at various time-points]. Formula milk has been processed for 
everyone…It contains more than what the baby needs [overloaded with nutrients], depends 
on human measurement and could contain too much milk, water, powder.  (Hien, 
Vietnamese, 16 years) 
7.3.1.2 Breast milk is natural and pure   
Breast milk was also believed to be natural and pure. To demonstrate this, Giang, a breastfeeding 
mother, traced an image of her cupped hands (see Figure 10.6a, page 154). In her perspective, the 
nature and purity of breast milk stemmed from the understanding that breast milk was from the 
mother’s “heart”, symbolic of simplicity and sincerity, unlike infant formula. 
Breast milk is mother-nature... With formula you can make a fancy bottle… With your breast 
milk, it just can’t be fancy… This [traced hands] is just how simple it is. (Giang, Vietnamese, 
26 years)  
Additionally, Giang viewed infant formula as impure due to the dissolvable particles or 
“dust” that could be observed in the bottle after mixing with water. The purity of breast milk was 
attributed to the fact that no one had contact with it during the production process, whereas infant 
formula had been handled and processed in the production line. Giang associated the purity of 
breast milk to the fact that her body had filtered it prior to it being fed to her child.   
I believe that my milk goes through my body, through all the organs in my body to reduce it 
[cleansing] so it is clean… With the bottle [of formula milk], however clean you are … it is 
just not yours as somebody else has touched it. (Giang, Vietnamese, 26 years)   
Other new and former Vietnamese arrivals who fed infant formula to their infants felt that the purity 
of infant formula was better ‘controlled’ in the processing plant compared to their breast milk. 
Myanmarese women, however, regarded infant formula as a product of chemical processing, and 
strongly believed that the milk from their bodies was best for their infants. Myanmarese mothers 
also held the perception of breast milk being ‘pure’, but in an abstract sense, such as Nguwar’s 
perception of drumstick leaves in section 7.2.4. 
7.3.1.3 Breast milk is best 
Mothers believed that breast milk was best for both their infants and themselves. While some 
viewed colostrum as the best first milk for infants, others held different perspectives. Recent 
Vietnamese refugees viewed colostrum, the yellowish milk in the first three days postpartum, as 
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‘false’ milk that was dirty and disease-causing. However, mothers who have lived in Australia for a 
longer period believed that colostrum ‘cleaned-up’ meconium from the gut of newborn infants, and 
was therefore beneficial. Traditionally, liquorice root was used for this purpose. One mother 
reframed her cultural belief about colostrum by recalling an event during her childhood. 
They [mothers] those days don’t feed the first milk [colostrum] to the baby, they squeeze and 
throw away… So my grandma asked for that [colostrum] to soak some old discoloured 
pearls in it. I saw for myself, the pearl became very shiny and beautiful. So if the first milk 
does that to the ‘skin’ [surface] of the pearl, what more to the dirty black thing [meconium] 
in the baby’s stomach… Why throw away when it is so precious. (Xuan, Vietnamese, 30 
years) 
Myanmarese mothers, on the other hand, believed that, like breast milk, colostrum, also 
described as brown milk, was best for infants. A grandmother who birthed four children in a Thai 
refugee camp described her generational understanding of breast milk and colostrum:  
My mother told me to give breast milk straight away after baby born. Yellow colour milk 
[colostrum] is good, white colour milk is good. All milk is good. (Theingi, Karen, 4 years) 
Breast milk was also considered to confer immunity to infants. This immunity, in the 
Myanmarese perspective, was referred to as “power of resistance (khan nain ji)”, which had the 
capacity to strengthen the immune system of infants and lower their susceptibility to infections.   
I believe that a baby who gets breast milk gets more resistance and tolerance to weather 
and is stronger because he does not get cold and nasal congestion easily. (Htay, Kachin, 
3years)   
Mothers from both countries also thought breast milk was more easily digested, while infant 
formula was thought to be complex and difficult to break down. Conversely, some mothers, 
particularly recent refugee arrivals from Vietnam, thought infant formula was a better health option, 
since it gave rise to bigger infants (see Chapter 8.4.2, page 125). 
Providing breast milk was also believed to safeguard the health of mothers from 
osteoporosis and breast cancer. In relation to breast cancer prevention, breastfeeding was thought to 
keep milk circulation “running [denotes the movement of breast milk through the ducts]”. One 
mother made meaning of this perception through a dairy farm scenario, where calves were 
separated from their mothers for commercial milking purposes. She observed that the cows’ milk 
supply was greater than the demands for commercial use, which led to clogged ducts, mastitis, 
cancer and subsequent death. She added: “What happens to animals [cows] could also happen to 
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people if they don’t give their breast milk to their baby” (Zauza, Karen, 6 years) (see Chapter 
10.3.1, page 155 that discusses the maternal-infant embodied health). 
 Human milk for human infant: the human nature 
Mothers from the Kachin and Chin ethnic groups believed that breast milk transmitted the human 
character to infants, since it originated from its human mother. Conversely, infant formula was 
thought to impart an animal nature if it was sourced from animals. One mother discussed her 
perception of the personality traits of formula-fed infants:  
Formula milk comes from animals so people who received formula milk can’t get 100% 
human mind and human nature… These days not many people breastfeed their babies and 
that’s why lots of children are difficult to control…they inherited the animal nature and 
mind from the cow. (Nguwar, Kachin, 6 years)   
Breastfed infants were viewed as “lein ma” (polite, obedient). Htay illustrated ‘obedience’ 
in Figure 7.9.  The arrow pointing to her child depicts how her children always followed her 
instructions.  
 
Figure 7.9: Breast milk and obedience 
Culturally, maternal attributes were also believed to be reflected in their children (see Figure 
8.2, page 111), since mothers were the primary “teachers” of morality (described further in Chapter 
10.2.2). Breastfeeding mothers also thought that the non-human nature of the infant formula 
impacted the child’s feeding temperament. One mother reasoned her child’s rejection of infant 
formula: “…why? Because it’s not natural... How can a human like it, it’s not from the mother but 
an animal” (Marlar, Karen, 8 years).  
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 Breast milk is a gift from God: divine blessing 
Mothers from the Christian faith used their religion to understand what breast milk meant to them. 
A child was a gift from God, and in the plan of creation, women were destined to bear children and 
nourish them with milk from their breasts. They believed that infant formula could never match the 
‘nature’ that God created.  
Mother’s milk is best for baby and nothing else, because God created our bodies. People 
tried to make formula milk powders, but it can never match breast milk in taste and quality. 
Because God is supreme and gives the mother the best milk. (Zauza, Karen, 6 years) 
Some mothers believed that their infant’s ability to suckle at their breasts was driven by 
divine powers, since to them, the breasts full of milk were granted by God. Shein, who once lived in 
poverty with scarce resources in the slums of India after fleeing the Chin state in Myanmar, told of 
her capacity to lactate despite being deprived of her cultural confinement meal of chicken soup. She 
attributed her good supply of breast milk to God’s help. Most Christian mothers turned to prayer 
when their breast milk was insufficient.   
Figure 7.10 is an expression of the gratitude of Htay for the blessing of breast milk that was 
bestowed unto her by God. The imagery of a flower was used to denote her breasts, and the infant, 
her child. She felt that the fresh flower was a representation of the fresh breast milk that God had 
given her: 
 
Figure 7.10: Breast milk as a gift from God  
The baby who gets my breast milk is happy and fresh all the time like this flower -my breasts 
that contains the milk. (Htay, Kachin, 3years) 
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Discussions around solid food introduction and weaning are focussed on cultural meanings of solid 
food, how the transition from milk to solids was accomplished, and beliefs surrounding weaning. 
Aspects of maternal observation of her infant, or ‘ways of knowing’ for solid food introduction, are 
discussed in Chapter 8.3.3 and 8.3.4.  
 Cultural meaning: power and staple  
The first solid food or non-milk substitutes introduced to infants often carried cultural significance. 
Vietnamese mothers fed mung beans to their infants as the first food. They believed that this would 
give rise to a powerful child, since mung beans were symbolic of kings and emperors. Karen 
mothers administered honey dissolved in boiled water, with the belief that honey supports bone 
growth and development. Karen and Karenni mothers also fed rice water to their infants, since rice 
was their staple food that was also consumed by mothers during the breastfeeding journey. The 
grain was believed to impart vitamins and strength to their children.  
Traditionally, the meat of sparrows was the first food in the Kachin culture, since it was seen 
as a good transition from maternal milk, which was conceptualised as ‘meat-based’ (product of 
maternal body). Their ancestors thought that a child that eats sparrows would be strong and a high 
achiever, since birds were thought to have strong wings that enabled them to fly high. Upon 
conversion to Christianity, Kachin parents began to base their first solid food choices on their 
biblical understandings of food and virtues. For example, Htay administered lamb soup as the first 
food to her eldest child, with the belief that lambs, in biblical narratives, were good and obedient 
followers and respected their elders. She introduced honey as the first non-milk substitute to her 
second child, believing that the child would be delightful and filled with knowledge.  
The first person who introduced solid food to an infant was extremely important in the 
Vietnamese and Kachin cultures, since the person’s character determined the feeding temperament 
of the child. While the role of introducing solid foods was primarily the task of mothers, another 
family member may be selected if the mother was deemed a fussy eater.  
 Solid food transitions: liquid to solid 
Vietnamese and Myanmarese mothers introduced different classes of solid food to their infants in 
culturally distinctive ways. Vietnamese mothers traditionally introduced rice powder (gruel) mixed 
with infant formula or bone broth (chicken carcass or pork bones), fed via bottles or spoons from 
the third or fifth month. Bone broth was the traditional preferred option since nutritional meat 
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essences were thought to be released into the stock during slow-cooking. According to Loan, the 
child was still predominantly milk-fed at this time, and only a small portion of rice powder 
‘solution’ was introduced in the evenings to satiate the infant for its night sleep. Vietnamese 
mothers introduced solid meat particles in the ninth or tenth month. They also practiced a ritual 
where the parents, siblings and extended family members of the infant chewed rice and other solid 
foods first, before placing it into the mouth of their infants. 
Myanmarese mothers introduced rice water (Karen, Kachin) or sieved rice (Karen, Chin) to 
their infants as early as the second month, to compensate for the nutrition that could not be obtained 
from breast milk, and also to satiate the infant while the mother was away from home. Eggs were 
incorporated into the rice soup, since it was believed to be as nutritious as chicken meat. From the 
sixth month onwards, the rice and egg mixture was pureed into an ahpa’ (congee derived from solid 
substances). Kachin mothers, on the other hand, believed that their infants were not ready for non-
milk substitutes before the fourth month. They introduced clear liquids of rice and meat soup in the 
fourth month, and slowly increased the textures of food when the child was eight months old. Solid 
meat was only introduced into this porridge in the tenth month or first year. 
 Beliefs surrounding weaning: when and how? 
Traditionally, Vietnamese mothers believed that maternal-child separation was the best way to start 
the process of weaning. Infants would usually be sent away to the homes of their grandparents when 
they were approximately a year old. Some Vietnamese mothers delayed weaning until the child was 
between the ages of two and three years. At this point, mothers explained to their children that they 
were big enough not to need breast milk, and instead needed other foods like cow’s milk to grow 
stronger. Alternatively, in some cases, the child determined the weaning timeline, namely when 
they were more accustomed to other forms of food. Shreya mentioned:  
My baby girl stopped breastfeeding by herself at 9 months. I didn’t do anything to stop 
breastfeeding.  My other children were all formula-fed from birth. They stopped the formula 
intake when they started having full cream milk at the age of one. (Shreya, Kachin, 7 years) 
 Conversely, mothers whose infants were fond of the breast needed maternal intervention to 
wean. Zauza, a Karen mother, who breastfed her child up to the third year, initiated the weaning 
process by ‘trial and error’. She initially applied bitter substances to her nipple, then a type of balm 
(pajou’hsi) when the child was suckling, and conveyed that she was in pain. However, she finally 
succeeded in weaning by applying lipstick, plasters and black nail polish to her breast. Other Karen 
mothers applied extracts of bitter fruits, such as Indian nightshade fruit (gazo.Ga), to their breasts in 
the first or second year, once the child was accustomed to eating rice. Some mothers, whilst living 
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in the Thai refugee camps, applied quinolone, a bitter-tasting anti-malaria drug that was widely 
available, onto their breasts for weaning purposes. 
 
Drawing from the ideal cultural stance of childbirth and motherhood, mothers from Vietnam and 
Myanmar were expected to abide by culturally-prescribed behavioural and dietary rules, in order to 
regain their health in preparation for a ‘successful’ breastfeeding journey. Mothers who were unable 
to conform to these rituals were thought to lack the bodily energy and milk supply needed to 
support the growth of their infants. The beliefs surrounding the goodness of breast milk and solid 
food were also a driving force in providing the best for their infant’s health and character. The next 
chapter on ‘Maternal ways of knowing’ delves into how mothers provided the ‘optimal’ milk or 
food for their infants, the measure by which they understood embodied signs for food transitioning, 
and also the means of gauging the health status of their infants. The chapter illustrates how most 
recent arrivals intuitively observed their infant’s health, growth and well-being according to their 
cultural ideals, while those mothers who had lived in Australia for a longer period of time had a 
different means of conceptualising health. 
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CHAPTER 8  
Maternal ‘Ways of Knowing’ - 
Decisions about Infant Health 
 
 
Building on from the traditional cultural beliefs surrounding infant feeding in Chapter 7, this 
chapter uncovers the cultural bodily connection between mother and infant, and how mothers 
adapted their mothering ideals and cultural perspectives to real life situations amid displacement 
and resettlement. Mothers from both countries used their “ways of knowing” or “common-sense” to 
provide the best nutrition to their infants. They viewed motherhood as an often hidden and 
unnoticed aspect of “duty and responsibility” for the sake of the health and well-being of their 
children. Figure 8.1 depicts the traditional Vietnamese wedding photoshoot, where mothers, 
although being vital figures in the upbringing of the bride and groom, especially during the 
vulnerable infant feeding years, were positioned in the far distance, which was perceived to be least 
important area. Loan, through her artwork, described: “There is no visible imprint, her 
contributions are unvalued” (Loan, Vietnamese, 18 years). 
 
Figure 8.1: The ‘hidden’ perspectives of maternal duty and responsibility 
 Three themes are discussed to identify maternal cultural duty and responsibility on infant 
health: (1) Transmission of ‘Attributes’: Child is a ‘Mirror Image’ of its Mother; (2) Indicators of 
Infant Feeding: Observing the Garden of Flowers; and (3) Cultural Growth Standards: Size Matters. 
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Since breast milk was acknowledged to be a product of the maternal body (see Chapter 7.3.1, page 
102), mothers viewed breastfeeding as a “mirror” that reflected (or transmitted) maternal bodily 
qualities and attributes to their infants. These qualities and attributes represented the physical, 
emotional and health elements that could be transmitted to infants through breast milk. Thus, to 
nurture healthy children, mothers in this study exemplified the importance of their cultural 
rules/rituals/observances especially when access to medical services and food resources was limited 
pre-resettlement. Figure 8.2 explains the ‘mirror’ analogy and demonstrates the reason mothers 
strived for perfection, in terms of behavioural conducts and food consumption for the benefit of 
their infant’s health. 
 
Figure 8.2: Breastfeeding and mothering as a cultural mirror 
…the child is pure and dependent on the mother, whatever the mother eats or does gets to 
the baby. …we have to be conscious since wrong food or conducts impact my child’s 
health….[everything] inevitably reflects back on me - since in my Chin culture a child is a 
mirror image of the mother…I have to be watchful [to cultural rules] and aim for perfection 
to be a good mother that provides the best food to my infants. (Shein, Chin, 2 years) 
The passing of ‘attributes’, from the lens of these Vietnamese and Myanmarese mothers, can be 
affected by maternal health and capacity of milk production; cultural elements from customary 
rules; and energies and emotions from the surrounding environment. Therefore, mothers fed their 
infants in a manner which transferred the best health attributes to their infants. 
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 Health and illness: bringing about the ‘best’  
Mothers believed that health aspects were transferred to their infants through breast milk and other 
foods. They talked about the provision of optimal milk-based nutrition, maintenance of breast milk 
production in changing environments, and how they comprehended cultural supplementary feeding 
practices. 
8.2.1.1 Optimal feeds for infant well-being  
When considering milk feeding decisions, these mothers prioritised their infants’ health and aimed 
to feed their infants optimally. They attributed the superiority of breast milk to the consumption of 
culturally-prescribed food (described in Chapter 7.2.4, page 100). Maternal diet was believed to 
produce “healthy milk”, and transfer “vitamins” and “immune system” to the infant. Thuy, a nurse 
by profession, compared the traditional and western approach to child immunisation: 
The kids here [Australia] they get injection for immune system in the first few months, so 
everything is straightforward. But in olden Vietnam, breast milk was the only means of 
immunity. So mothers had to eat good food as the child’s health depended on whatever she 
passed down [through breast milk]. (Thuy, Vietnamese, 27 years) 
Similarly, the Myanmarese narratives about the benefits of breast milk and breastfeeding 
commonly mentioned the “immune system” or “power of resistance”, and were a means of 
conveying the relentless cause of child death before the inception of vaccinations. In terms of 
breastfeeding practices, Vietnamese mothers expressed and discarded the first milk before every 
feed to ensure that the child received the freshest breast milk. 
The milk that has been waiting at the nipple is not good milk. The inside milk is fresh and 
better…. So every time before I fed the baby, I spilled out a bit. (Hien, Vietnamese, 16 
years) 
However, there were instances when mothers stopped breastfeeding to protect the health of 
their infants, especially when the mother’s health was deemed unsuitable for optimal breast milk 
production. Hien discussed how she felt that she had no choice but to stop breastfeeding when she 
required radiation treatment. She depicted her decision to cease breastfeeding by drawing an image 
of a healthy fish, which represented her infant (Figure 8.3).   
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Figure 8.3: Optimal feeding decisions in the case of health 
 
…being a mother means giving my all for my child. Which mother would will their child 
bad? I really wanted to breastfeed my baby as it is the best. However I needed to undergo 
radiation treatment when my baby was three months old and it [breast milk] will harm the 
baby…I only had one choice which was to opt for the formula milk.  Some mothers 
discriminate us but they don’t know the story behind. I was actually by opting for formula 
milk, allowing the fish [infant] to continue swimming [be alive]. Just like the fish only has 
one choice, it can only be in the water to continue living. (Hien, Vietnamese, 16 years) 
Like Hien, mothers who battled with iron-deficiency also decided to formula-feed so that their 
infants received the ‘recommended’ vitamins and minerals for optimal growth.  
Optimal feeding decisions were also determined by the conditions in which mothers birthed 
the infant. A Vietnamese mother who gave birth on the boat journey to Australia decided to 
formula-feed partly because of the number of cockroaches that congregated around her placenta and 
bloody clothes following the birth. She was concerned that breastfeeding in unhygienic conditions 
could promote the transmission of infectious disease. 
Wet-nursing was also a feeding option when breastfeeding was not possible. Recent arrivals 
generally agreed with the practice. Sang, who had breastfed infants other than her own in onshore 
detention camps, believed that human milk was perfect nourishment. She justified to mothers that 
her infants were healthy (big and not sickly), and gave mothers with insufficient milk a freedom of 
choice whether to accept her milk or not. In contrast, those who had lived in Australia for decades 
raised concerns surrounding hygiene, since they viewed wet-nursing as: “like sharing saliva with 
someone else” (Long, Vietnamese, 20 years). They were quick to acknowledge they may also not 
have had sufficient breast milk, but always had a tin of infant formula on stand-by so that there 
would be “no mucking around” (Thao, Vietnamese, 25+ years). 
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8.2.1.2 Maintaining milk supply in displacement  
Since cultural food consumption was thought to be important for the mothers’ capacity to produce 
breast milk, displacement raised access issues. While Vietnamese mothers had access to food 
resources prior to resettlement, Myanmarese mothers who lived in the poverty and scarcity of the 
Thai refugee camps used foods that occurred naturally in the local environment, although different 
to those traditionally used, to increase and manage their breast milk production. Karen mothers 
harvested water convolvulus (gazun), which was widespread in the ponds of their refugee camps in 
Thailand. They made meaning of its breast milk-inducing capacity based on the white sap that 
drained out when the stem was sliced. Some naturally occurring plants with breast milk-inducing 
capacity were also classified as “herbs of multiple remedies”, and were used for other purposes 
apart from the intent to produce breast milk. 
Vietnamese refugees who were housed in the onshore detention camps did not have the 
ability to source cultural foods. They managed with rationed servings of western food, such as salad 
and vegetable wraps, that conflicted with their cultural health understanding of breast milk 
production. This often led to a reduction in milk supply and subsequent infant formula 
supplementation. However, some mothers adapted the rationed food to facilitate breast milk 
production. Anchored by her Vietnamese cultural understanding that cabbage was a milk-inducer, 
Sang dipped lettuce leaves from cold salad into boiling water to ensure that she consumed food in a 
“hot rather than cold form” (Sang, Vietnamese, 3 years). After consuming the boiled lettuce, Sang 
compared her milk supply to the “vast blue sea”, depicted as an overflowing glass of milk (Figure 
8.4).  
 
Figure 8.4: Abundance of breast milk from maternal intervention 
Mothers also used other ways to ensure that their breast milk supply was of optimal quality. 
Vietnamese mothers consumed poultry-based diets, as this was thought to be more ‘dependable’ 
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than seafood, since the waterways in Vietnam were constantly polluted. Karen and Karenni mothers 
planted their own crops despite receiving weekly dry food rations from the humanitarian aid 
committee, because the foods sold in the local market in the Thai refugee camp were thought to be 
of inferior quality. Due to the lack of health services, they also thoroughly grilled the meat that they 
consumed, so that their infants were not exposed to food-borne infections that could pass through 
their breast milk. Kachin mothers, on the other hand, fattened their own chickens prior to childbirth 
so that they could access unadulterated meat once the infant was born. 
8.2.1.3 Health and supplementary feeding practices 
Mothers believed that other attributes were transmitted to infants through supplementary feeding 
practices. Driven by the understanding that ‘real’ breast milk was produced on the third day 
postpartum, and coupled with the dearth of infant formula and medication available during 
displacement, mothers fed their infants according to what they felt was appropriate. Ttlwin, who fed 
honey to her infant while escaping through the jungles of Myanmar, believed that medicated 
properties were transmitted from wild flowers into honey.  
Bees make honey from sucking thousands of flowers including those with medicated 
properties. We cannot find that medicated properties from flowers by ourselves. That is why 
we gave honey straight away after birth [before breast milk is produced], so baby can get 
medicated properties for their bones. (Ttlwin, Karen, 6 years) 
When honey was inaccessible, she substituted honey with “flower brand evaporated milk” 
(purchased from a convenience store in the village) in the belief that the image of ‘flowers’ on the 
packaging were symbolic to wild flowers.  
Additionally, exposure to medical knowledge and advice led to a realisation that the 
traditional complementary feeding ritual of putting chewed food into the mouths of infants was an 
unhealthy undertaking. One mother, who was a dental nurse, found the ritual to be unhygienic and 
deleterious to oral heath, since it facilitated the transmission of gum disease to the infant. With 
healthcare guidance on hygiene, Karen and Karenni mothers reduced food particle size by sieving it 
though spare mosquito nets, since they lived in a setting where malaria was rampant. 
 Cultural ‘elements’: maternal-infant ‘circulation’  
Maternal conformity to cultural rules was thought to also impact the health of infants, since the 
essence from the rituals was believed to circulate from mother to infant through breast milk. To 
some mothers, conforming to the rules was a form of sacrifice, while others viewed it as a natural 
period of adjustment when nurturing a healthy child. Conformity to cultural rules, for example the 
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‘mother-roasting’ ritual in Figure 7.6 (page 97) necessitated dedication and obedience that was 
eventually rewarding: 
I had to be disciplined to do that. It’s just torturing as I have to lie until the charcoal burns 
out into ashes…The choice of red is a symbolism of heat, struggle of discomfort, frustration 
on top of the hot weather in Vietnam, but also it’s a fulfilment on how it benefits both my 
health and my baby’s. (Tuyet, Vietnamese, 3 years). 
The circulation of cultural essence is discussed based on how cultural rituals favour infant 
feeding behaviour, and the impact of maternal food consumption on infant health.  
8.2.2.1 Milk attributes and infant feeding behaviour 
Adherence to cultural rules was thought to have an impact on the overall volume of milk, based on 
how the cultural elements stimulate the infant’s feeding at its mother’s breast. The effect rituals 
have on the maternal body was said to positively increase that palatability of breast milk. Tuyet 
related how her heat-enhancing ‘mother-roasting’ ritual contributed to the fragrance (taste) of her 
breast milk, which encouraged her infant’s willingness to breastfeed regularly. She described how 
the interrelation between heat, milk circulation and frequent feeding generated the perceived 
fragrance. 
The fire warms my body…the heat also runs [circulates] the milk for the child to keep 
drinking… This flow [of milk] creates a fragrance for the baby…It is the first way of 
introducing cultural taste [flavour] for the baby. (Tuyet, Vietnamese, 3 years) 
Similarly, Karen mothers preferred to consume grilled meat, in part to increase flavour and 
eliminate the raw odour of meat (ahnji) in breast milk, while pepper was said to emit a “sweet 
taste” into breast milk. 
Cultural practices were also used to manage breastfeeding difficulties, such as engorgement 
and blocked milk ducts, to ensure that infants had access to breast milk. Mothers performed breast 
massage and used breast compression with hot water bottles to treat breast engorgement, since heat 
was believed to “melt and dissolve the breast lumps” (Nguwar, Kachin, 6 years). Conversely, a 
mother who was a nurse used sterilised needles to “pop the stones” (Thao, Vietnamese, 25+ years) 
in her engorged areolar. With guidance from her mother, Thao mastered the painless traditional 
Vietnamese way of massaging her engorged breasts with a comb to re-establish milk flow. 
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8.2.2.2 Food-symptom connection 
Mothers reported a cultural connection between their food consumption and their infant’s health 
because “whatever I eat, will go to my milk and affect the baby’s health” (Hla, Chin, 8months). 
Giang, who was educated in Australia, initially disregarded her cultural dietary restrictions (see 
Table 7.1, Page 99). However, symptoms in her infant led her to reconsider:  
My infant’s body told me I must follow the cultural rules … because if I ate something 
wrong, Daryl will tell me … That night he’ll find it really hard to sleep… And then I 
realised that whatever I ate came to my milk and then it came to him. (Giang, Vietnamese, 
26 years) 
Maternal consumption of restricted foods affected different regions and systems of the 
infant’s body, such as localised skin or eye itchiness. From the Vietnamese perspective, maternal 
consumption of salty food prevented diarrhoea, while spicy food (chilli) and seasonings (fish sauce) 
caused abdominal discomfort in infants. Myanmarese mothers believed that the consumption of 
creeper vegetables (chillies, gourds, cucumber) during confinement caused their infants to have fits 
(te’), dizziness and high fevers (ngan hpan), while food with high acidity (lei za) induced flatulence 
(lei na). By noticing these changes and making dietary changes, mothers felt that they could have a 
positive impact on their infant’s health. 
There were cases where the effect of maternal food consumption on infant health reduced 
the overall length of breastfeeding. One mother stopped breastfeeding after one of her children 
developed an allergic reaction. 
My second child had allergic reactions which made my diet impossible… like avoiding dairy 
and almost everything that could trigger. She became fully inflamed [pointing to hands and 
legs]… So for her breastfeeding only last me four months. (Loan, Vietnamese, 18 years) 
Some mothers, however, gave up their paid employment when their infants could only tolerate 
breast milk. Long, a nurse who has lived in Australia for two decades, extended her unpaid 
maternity leave until the second year so that she could continue to breastfeed her infant who was 
allergic to dairy products. Up until the second interview when the infant was 14 months old, Long 
had yet to find a suitable infant formula that suited her infant. 
 ‘Energies’ and ‘emotions’: the disequilibrium   
As mentioned in Chapter 7.3.1.1, page 102, mothers believed that the mother-infant pair needed to 
be in a state of tranquillity, “relaxed mom, relaxed baby”, to share a successful breastfeeding 
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journey. Because the infant was affected by negative emotions from its surrounding environment, 
mothers also found stress to impact on their breast milk production. 
8.2.3.1 Negative ‘emotions’ on the mother-infant pair   
In the Vietnamese belief system, the new mother-infant pair was thought to be vulnerable and 
receptive to negative ‘energies’ and emotions, and thus should be confined privately to facilitate 
recovery and establish breastfeeding. Any visitors coming in contact with the new mother and 
infant, especially those suffering from depression or who had just attended a funeral, were asked to 
walk by a fire (located in the garden) as a symbol of purification. A failure to purify oneself was 
believed to make the infant startle and become disinterested in breastfeeding. One mother reported 
performing a ritual of purification to correct the impact that disequilibrium of energies had on her 
infant. 
…if her/his [visitor’s] mood or temper is different to normal, that could affect the baby in 
terms of sleeping and eating. One of my babies had this experience. In order to relieve that 
[imbalance of energies], my husband went to that house… That lady or man would know 
that something is wrong, because often people in the extremes know themselves … So in 
return he or she would cut a bundle of hair, tangle it between chopsticks…we bring it home, 
burn and place it where the baby is… that burning is a form of purification …the smell of 
the burning hair will heal whatever heaviness [ill health and emotions] that they brought to 
the baby. (Yen, Vietnamese, 3 years) 
 Additionally, infants were thought to pick up negative energies from their mothers through 
breastfeeding. One mother discussed how her sadness and worries were transmitted to her 
breastfeeding infant: 
…Beth [breastfed infant] just refused to drink a lot of milk. I think it was my stress from 
John’s [elder son] eczema and my mom just passed away. She [Beth] must have felt my 
negativity [through breast milk]. (Giang, Vietnamese, 26 years) 
8.2.3.2 Stress and milk-producing capacity  
Stress was also thought to have an impact on breast milk production, especially during the 
challenging journeys refugee women, especially new Vietnamese refugees, endured. A lack of 
consideration and inhumane treatment dispensed by officials at the onshore detention camp was an 
impediment to breast milk production for some mothers. Yen illustrates the scenario of the dining 
area (square) of her detention camp where food was served in Figure 8.5. The two people in front of 
the queue were camp officials. Her drawing depicts how pregnant and breastfeeding mothers were 
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not given special consideration, but needed to queue to have their meals with everyone else. The 
feeling of being “locked and unfree” and deprived of support led to feelings of anxiety, which she 
attributed to her milk supply reduction. 
 
Figure 8.5: Mealtime queues in the onshore detention camps 
Unlike Yen, another mother felt that she had no option but to formula-feed, in part because 
of the trauma of giving birth on a boat on her way to Australia, being deprived of professional 
support, and the lack of food during her journey. This mother re-counted her inability to breastfeed 
in Figure 8.6. 
 
Figure 8.6: Expression of distress from delivering on a boat 
My husband carrying the baby because everyone thought I would die because there were no 
doctors. I was also uncomfortable, it was all men helping me deliver…the women were dizzy 
[boat ride]. I begged to be buried in Australia, not thrown into the sea… The figure of the 
body is important…it was my first delivery and the stress just made my body unable to 
breastfeed. (Bian, Vietnamese, 3 years) 
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However, Myanmarese women had attained their refugee status prior to arrival in Australia and did 
not discuss this form of stress. In addition, stress from marital separation during this phase of 
nurturing also contributed to reduced milk supply and infant formula supplementation. 
 
Mothers felt that they had an instinctive connection (embodied knowledge/common-sense) with 
their infant when it came to infant feeding decisions. They viewed themselves as “natural planners 
of their child’s nutrition”, based on observations of infant growth. The instinctive ‘tie’ helped 
mothers “know if the baby is feeding well” and “understand its feeding cues”. One mother, who 
nurtured her children in the midst of persecution at the Thai-Burma border, expressed her maternal 
role to a gardener monitoring the garden she produced in Figure 8.7.  Green, to her, represented 
natural ‘knowledge’ and yellow manifests the radiance of health that is passed down to infants 
through breastfeeding. 
 
Figure 8.7: Maternal role in a garden of flowers 
The joy of seeing all the blooms, knowing that’s how they are growing from my breast 
milk… This is something only I can know and observe because I delivered to these babies… 
it’s not any normal connection, not any garden, but the garden of my own produce 
[children]… seeing them bloom from my own waters [breast milk]…you just tend to know 
how they grow and obviously you know when they are set to transition. (Ttlwin, Karen, 6 
years)    
Mothers were content when the infant was feeding well and became worried when they 
showed disinterest in feeding. Thus, mothering became a constant series of questions:  “Is that good 
for my child?” or “should the feeding plan be reviewed?”. Maternal observations are discussed in 
terms of compatibility of breast or infant formula for infant growth, the need for liquid or solid food 
supplementation and weaning. There was no clear distinction between the Vietnamese and 
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Myanmarese ways of observation for this sub-theme, and thus, their perspectives are presented 
homogeneously, unless stated otherwise.  
 Assessing the ‘appropriateness’: breast or formula?  
Breastfeeding mothers shared insights of how they determined that their milk and its supply 
supported optimal growth and development, whereas those who used infant formula discussed the 
process of choosing the brand of milk that best suited their infants.  
Mothers believed that their breast milk was of good quality when their infants were growing 
rapidly, bright-eyed and also fell sick less frequently. Vietnamese mothers who arrived in Australia 
recently and those who had lived here for a longer period portrayed different ways of determining 
their milk quality. For example, Sang from the former group tasted her “thick and creamy” milk to 
assure herself that her breast milk was of acceptable quality during her stay in the onshore detention 
camp. On the other hand, a mother from the latter group felt disgusted to taste her breast milk. She 
gauged her breast milk quality by observing that her infant was less likely to become ill:  
…because someone who had hand, foot and mouth disease touched him at the nursery and 
he didn’t fall sick. So that’s how I know that my breast milk is of good standards as it passed 
on the immunity to him. (Thao, Vietnamese, 25+ years) 
Myanmarese mothers generally preferred to relate the sufficiency of breast milk to its abundant 
supply. However, one mother sensed her milk quality was low upon observing that her child was 
not developing in accordance to standard growth charts and looked pale. 
Signs that indicated to the mother that she was unable to breastfeed or had insufficient milk 
were the infant’s inability to latch onto the breast, infant restlessness and excessive crying. 
However some mothers came to this conclusion within the first few days post-birth. Dung, a 
recently arrived Vietnamese refugee, opted for infant formula when she felt that she was 
maltreating her newborn who was crying and not attaching to the breast in the first few days 
postpartum. Breast milk insufficiency was a common reason to opt for infant formula. Further 
details on maternal perceptions of bodily mechanisms are discussed in Chapter 10.4.3 on page 161. 
Formula-feeding mothers found the process of finding a suitable infant formula required 
“trial and error”, until the infant finally accepted it. A mixed breast- and formula-feeding mother 
explained the process:  
Formula milk brands were all different… I tried different milks and checked how my baby 
adapted to this. In breastfeeding we didn’t have this problem. (Shreya, Kachin, 7 years)  
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Mothers highlighted infant flavour-sensitivities, as even within the same brands they 
thought there were significant content variations depending on where the formula was 
manufactured. For example, there seemed to be differences in S26 between Thai, Singaporean and 
New Zealand varieties. Kim used her ‘common-sense’ and related that: “I think the Singapore 
brand is closer to breast milk because my baby after breastfeeding could accept it” (Kim, 
Vietnamese, 3 years). However, some mothers decided on the formula milk brand based on the 
‘ideals’ of gender and health that were determined by their family and friends. One mother recalled 
how she decided on infant formula brands for her daughter and son:  
My daughter is girl, they say [family and friends] NAN will not make the baby fat… So that 
will be healthy for a gal. Later on I use S26 for my son because S26 can make the child 
smart and strong… which are boy traits. (Xuan, Vietnamese, 30 years) 
Other mothers decided on infant formula brands based on their nutritional composition, such as 
choosing one with moderate fat and sugar content. In addition, some recent refugees classified the 
cheaper ranges of infant formula as better in quality, since inexpensive varieties were thought to 
have fewer chemical preservatives. 
 Supplementary feeding: physiological observations  
After observing their breast and formula-fed infants, mothers sometimes determined that they 
needed supplementation with non-milk food or fluids for optimal health. While honey was 
administered to infants when symptoms of reflux, such as fussiness and coughing, were observed, 
water was given to infants with discomfort such as constipation (prolonged absence of bowel 
motion or dry stool), dehydration (dry lips, dark orange urine) or wind. One formula-feeding mother 
narrated her experimentation with infant formula preparation when her infant was constipated.  
Some formula milk is harder to digest and break down and they [infants] get constipated… 
So I just cut the formula powder, make it more fluid and not fully concentrated... So it’s just 
like mix here and there until the baby is not constipated. (Thuy, Vietnamese, 27 years)  
Water supplementation of formula-fed infants was based on the thought that the “sweet” 
taste of infant formula induced dehydration. However, some mothers thought the infant only needed 
a spoonful or two of water after bottle-feeds, since excessive water promoted fullness, reduced milk 
consumption and subsequently led to malnourishment. On the other hand, Yen pointed out what a 
‘milk for water’ misunderstanding could bring about.  
It’s common, when the baby starts formula milk, the baby naturally would love it [infant 
formula] to mother’s milk because the formula milk is sweeter. The sweetness makes the 
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baby dehydrated and some mothers wrongly perceived the need for water with the need for 
more milk…. To my view that’s where obesity happens with formula-fed children – the 
battle of the commercial trick of selling more formula tins versus maternal inability to 
understand what the child needs. (Yen, Vietnamese, 3 years).   
Some Vietnamese mothers who had lived in Australia for a longer period of time received 
conflicting advice from their elders. For example, their family suggested giving water after 
breastfeeds, while medical advice is that “breast milk has plenty of water” (Thao, Vietnamese, 25+ 
years). However, upon observing that the child grew within the 75th percentile (growth curve), Thao 
allowed family caregivers to do whatever they wanted to. 
 Gauging readiness for solid food: physical signs  
Mothers used their ‘common-sense’ when it came to commencing solids for their infants. Most 
mothers introduced solid foods when they felt that the volume of their breast milk was reducing, 
and their infants were hungry shortly after their milk feeds. They thought that each child had an 
individual growth pattern and this should be followed rather than conforming to the time-based 
medical recommendation. Kim, who recently arrived in Australia, expressed her preference to 
follow the physical signs of her infant:  
Even though I saw on the internet that it is four months to start solid food. But my child 
preferred earlier… I saw his leg and arms had muscles…. So I gave it earlier. So I adapted 
everything to what my child needed. (Kim, Vietnamese, 3 years) 
Some mothers introduced solid food such as rice immediately, while others gradually 
increased the food textures from liquid to coarser solids, as discussed in Chapter 7.4.2. Mothers 
used three signs to establish the timing when their infants were ready to transition from liquid to 
coarser substances. Firstly, through the child’s interest or disinterest in certain classes of food; 
secondly, through observations such as drooling, head control, holding, grabbing and chewing 
movements; and finally, through anatomical signs such as the presence of teeth and muscles (both 
cheek and limbic) as outward signs of readiness for solids. One mother, who worked as a dental 
nurse, characterised the anatomical signs as outward signs of inward digestive readiness, which 
differed between infants.  
I guess it varied from baby to baby. So we just go based on teeth. Its common sense, if you 
have teeth then you can chew and you can eat. If you start too early you know straight away 
your baby can’t digest and then you have problems. Teeth are like the outward signs of what 
is inwards - all the gastric enzymes are ready.  If they have one or two teeth then you know 
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okay.. They’re ready, you start. And then you cook broccoli and carrot and feed them. 
(Thuy, Vietnamese, 27 years)  
 Criterion for weaning: complete set of teeth?   
Mothers also used physical observation to determine the time of complete weaning from the breast. 
The most frequent attribute described was the child having a complete set of teeth, which was 
around three years of age. At this time, the child was accustomed to a widely varied diet and was 
able to survive independently without milk feeds: “All this extra nourishment from other food could 
bring more nutrition to the child rather than my own milk” (Tuyet, Vietnamese, 3 years).  
 Zauza, a Karen mother, used her Christian understanding to shape her ‘ways of knowing’. 
She said that her breast milk supply naturally “dried up” at around the third year, to match her 
understanding of 2 Maccabees 7:27: ‘I carried you for nine months in my womb and nursed you for 
three years’. Other mothers felt that the mechanism of weaning happened naturally, as their daily 
food intake instinctively reduced compared to the amount of food needed for breast milk 
production. For Vietnamese women, the progression of weaning from the breast was quicker with 
successive children because they thought the maternal body lost endurance with successive 
pregnancies and elder siblings exerted pressure to speed up the time needed for the younger sibling 
to get accustomed to family meals.  
 
Mothers from both countries thought that health was related to growth. However, the matter of size, 
such as using weight to determine infant growth, was more frequent in Vietnamese narratives, while 
Myanmarese mothers preferred to use their maternal-child instinctive synergies to gauge health and 
well-being.  
 Maternal physicality: breast or body size?   
Some mothers, particularly those from Vietnam used their body size to judge their ability to sustain 
their infant’s optimal growth. A smaller body and breast size was thought to be unsuited for 
breastfeeding, and incapable of producing the needed volume and quality of milk to nurture their 
culturally desired ‘big’ infant. A recent Vietnamese arrival attributed her decision of combined 
breast and formula-feeding to her smaller breast size.  
Mothers also believed that breastfeeding should cease when the mother’s appearance 
signalled that she was no longer capable of breast milk production. Thuy explained:  
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At one year you try to give the baby solid food because at one point breastfeeding alone is 
not enough to grow. Because at one stage even the mother is skinny already ... I don’t agree 
that some babies who were breastfed until three four years old, could they [children] get 
anything? (Thuy, Vietnamese, 27 years) 
For Myanmarese mothers, the aspect of ‘embodied nurturing’ helped counteract the cultural 
expectation of size and health that often led to maternal self-doubt. Hla, a petite mother herself, 
talked about how she viewed her body:  
Health is not dependant on how much milk the baby drank. I don’t understand why mothers 
keep saying they have no [breast] milk when the baby is skinny…. The child will drink what 
he needs… Isn’t that how our bodies were created as mothers? (Hla, Chin, 8 months) 
 Infant measurements: size or behavioural? 
Traditionally, large and joyful children were indicative of health and their mother’s ability to make 
good infant feeding decisions, often resulting in the use of infant formula and early solid food 
supplementation. This thought was more common in Vietnamese mothers compared to 
Myanmarese mothers. Kim, a recent arrival, depicted her infant’s health by drawing his ‘round 
face’ in Figure 8.8, which she thought was only possible through formula-feeding. Her infant 
feeding knowledge was mainly sourced from online Vietnamese resources that she accessed from 
Australia.  
 
Figure 8.8: Expression of a satiated child 
Only a baby who is having a proper ‘fill’ of milk that is formulated [infant formula] can 
smile big and wide like this. (Kim, Vietnamese, 3 years) 
 Mothers who had lived in Australia for many years, however, negotiated their familial 
preference for infant formula by persisting with breastfeeding. One mother who worked as a nurse 
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commented on how her family members eventually came to accept that breast milk matched their 
conceptualisation of infant formula: 
I think mom saw my baby growing from my breast milk … My baby was quite big… he grew 
like to five kilos in 6 weeks. So she was rather silent and went ‘ohhh ok, he’s growing well, 
healthy baby’. (Thao, Vietnamese, 25+ years) 
In order to achieve the culturally-ideal infant size, some mothers also introduced solids 
before the recommended time frame or in larger quantities. Sang, a recently-arrived Vietnamese 
mother, was delighted that her eleven-month-old infant was 17 kilograms in weight. In her belief, 
her infant’s keenness for food and the charted speedy growth were indications that he was healthy 
and she was doing her tasks well. At the time of interview, Sang fed her infant an adult portion of 
pumpkin rice porridge with pork meat. According to her, this equal portion of porridge was fed 
twice daily, in addition to five bottles of infant formula. The infant was also seen snacking on 
bruschetta between feeds. 
However, mothers who had lived in Australia for a longer period of time, with healthcare 
guidance, held different views. One mother mentioned how the early (4th month) introduction of a 
large variety of solid food to sustain the rapid growth of her eldest child led to early onset of 
allergic reactions. She managed to reframe her stance when her subsequent children showed similar 
accelerated growth from breast milk: “He put on weight  ... He should put on weight…My milk is 
gold…I just kept breastfeeding until the sixth month” (Giang, Vietnamese, 26 years). Those who 
have lived in Australia for decades also used different approaches of solid food introduction. Hanh 
spoke about how she progressively increased portion sizes with age. 
It depends on the baby age… I got ice cube trays… At six months, the baby only needs one 
cube.. Then slowly increased to two then three… Now at nine months he has four cubes per 
feed, twice a day. (Hanh, Vietnamese, 33 years) 
They believed that below the age of one, “solid is to complement the milk, rather than the milk to 
complement the solid” (Thao, Vietnamese, 25+ years). 
Some mothers used different means to gauge the health of their infants. A recently-arrived 
mother illustrated the cheerful temperament of her infant, shown in Figure 8.9, which was her 
means of affirming that her infant was being fed appropriately: 
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Figure 8.9: Expression of a big and healthy child 
…the expression of the baby makes me think that my milk supply and quality was sufficient. I 
don’t look into the negative part, to ensure that my baby grows up as a happy child. (Yen, 
Vietnamese, 3 years) 
Xuan, who worked as a childcare teacher, used different means of measurement such as 
attentiveness and cognitive abilities to determine an infant’s state of health.  
 
This chapter summarised infant feeding decisions based on maternal ‘ways of knowing’ and 
determining infant growth and health. Three mechanisms were found to be involved, namely: 
physical health, cultural and emotional interplay of attributes for breastfeeding and breast milk 
production; maternal observations of infant growth and the intuition for transitioning their infants 
between different classes of food; and the cultural standard means of determining what health is. 
This chapter mainly focussed on the cultural perspectives of mothering in displacement, but also 
incorporated how healthcare advice reframed some of the cultural perspective for the benefit of the 
infant’s health. It was observed that mothers who were recent arrivals leant towards growth 
indicators (such as size), whereas mothers with a longer length of stay in Australia had a deeper 
knowledge and sense of acceptance of medical knowledge. The next chapter (Chapter 9) on 
resources, identity and place discusses how these mothers navigated their traditional beliefs and 
practices in the Australian societal spaces, where access to clean, technological, medicalised and 
modernised resources were abundant. 
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CHAPTER 9  
Resources, Identity and Place – Motherhood and Infant 
Feeding in a New Homeland 
 
 
While Chapter 7 demonstrated beliefs surrounding childbirth, maternal health, breast milk and solid 
food, and Chapter 8 discussed nurturing from the lens of inter-embodied cultural understanding, this 
chapter discusses the trends, identities, resources and demands that mothers negotiated pre- and 
post-resettlement in Australia. In relation to this, mothers constantly adapted their motherhood to 
the different contexts that they lived within, since exposure to food, finances, healthcare services 
and new societal expectations impacted how they fed their infants.  
(a) 
  
(b) 
    
Figure 9.1: (a) Captivity in Thailand versus (b) freedom in Australia; reproduced from 
(Joseph et al., 2017) 
While life in onshore detentions centres was more challenging than in Vietnam, recently-
arrived Vietnamese mothers were satisfied with the Australian infrastructure (outside detention).  
Motherhood for Myanmarese mothers, however, was dependent on the transit country that they 
lived in. For example, Aarya, a Karen mother, illustrated her life of uncertainty and captivity in the 
Thai refugee camps in Figure 9.1a. She attributed her breastfeeding experience in that ‘space’ to the 
poverty of living in make-shift tents in an enclosed communal structure, where access to external 
resources was restricted. Conversely, her infant feeding decision in Australia was depicted as birds 
flying over grasslands and mountains in Figure 9.1b. The vast grasslands illustrated access to 
numerous food choices, healthcare services and resources, while mountains characterised 
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advancements in science and technology. Despite the resources and freedom from captivity in 
Australia, mothers still found breastfeeding in public spaces to be restricted.   
Maternal infant feeding experiences are presented in three main aspects: (1) Scarcity to 
Abundance: Negotiating Feeding Choices; (2) Traditional-Biomedical Intersection: Transitional 
Configuration; and (3) Spatial Bodily Negotiations: Public or Private? 
 
This theme uncovered maternal infant feeding decisions in light of the environmental settings 
experienced prior to and after arrival in Australia. Recently-arrived Vietnamese mothers came from 
a setting where access to food was abundant, but they were ostracised due to their lower financial 
status. Vietnamese mothers who had lived in Australia for many years held different views in 
relation to infant feeding decisions because of education, financial security and exposure to 
healthcare systems. Myanmarese mothers from the Karen and Karenni ethnic groups lacked access 
to resources such as water and electricity, food and financial capital in refugee camps in Thailand. 
Chin and Kachin mothers, despite having access to food resources in Malaysia and India, lacked 
financial resources during their stay there. Maternal feeding decisions about milk feeding and 
complementary feeding pre- and post- resettlement are discussed below. Maternal infant feeding 
decisions are discussed through trends and identities, access and resource factors, research and 
technological advancements and the value of healthcare advice. 
 Trends and identities: cultural symbolism 
While breastfeeding was the ancestral heritage in Vietnam, the norm was fading in favour of 
formula-feeding, even as the initial wave of Vietnamese refugees arrived in Australia in the 1980s. 
According to Yen, formula-feeding was the trend of the working class in Vietnam when she left for 
Australia four years ago. Due to growing modernisation, the majority of working class citizens were 
also attuned to ideologies such as “breastfeeding damages the beauty of the maternal breasts” 
(Sang, Vietnamese, 3 years). Thus, they only breastfed for a short time, during the postpartum 
hospital stay. Social class differences compelled the newly-arrived refugees (who were usually 
lower class) to remain as “steward of their homes” and breastfeed whilst in Vietnam. 
However, most recent Vietnamese refugees thought that the lifestyle norms in Australia 
were analogous to those of the working class in Vietnam, and thus formula-feeding was normal. 
Nevertheless, some justified their decision to breastfeed for their infant’s well-being, beyond the 
pressures of “beauty” and recognition. Mothers who had lived in Australia for a few decades 
followed the Australian health recommendation of breastfeeding, since, due to their employment 
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(teachers and nurses), they were provided with lactation facilities that supported breast milk 
expression. In addition, some of them were financially capable of forgoing paid employment to 
look after their infant.  
Conversely, working mothers who formula-fed justified their decisions according to their 
‘needs’ and ‘wants’. 
People enjoy motherhood and breastfeeding if they are comfortable financially... As a 
Catholic, ‘baby is a gift from God’. So ‘let it be’ [faith opposes abortion]. Financially, I was 
not ready to be a stay-home mom. (Thuy, Vietnamese, 27 years) 
The trend of infant feeding, either breast or formula-feeding, was also influenced by support 
networks. A pro-breastfeeding environment normalised breastfeeding. For example, a breastfeeding 
mother demonstrated how the social space of the detention camp steered her decision: “All the 
Vietnamese mothers whom I met in the detention camp, they all were breastfeeding” (Yen, 
Vietnamese, 3 years). Living in shared accommodation in Australia also reflected ‘shared’ feeding 
decisions: “The other boy in my home and my baby boy like the Singaporean S26 [infant formula] 
brand” (Kim, Vietnamese, 3 years). 
On the other hand, Myanmarese mothers originated from settings where breastfeeding was 
normative. In Thai refugee camps, infant formula was only supplied by the humanitarian aid 
committees on three grounds: (1) the child was underweight; (2) concerns over transfer of illness 
(HIV, tuberculosis); and (3) when mothers could not produce milk. Despite financial freedom in 
Australia, Myanmarese mothers breastfed for the ‘best’ benefit of their infant’s health. One mother 
justified her decision in contrast to class and modern identities. 
Formula milk does not distinguish rich and poor. The rich do not necessarily use formula 
milk because breast milk is the best of the best. (Shein, Chin, 2 years)   
Whilst in transit to Australia, Karen and Karenni refugees were only permitted to work 
within restricted fenced premises in the Thai refugee camps (Figure 9.1a). The cultural atmosphere 
of work spaces encouraged breastfeeding as mothers constantly wore their infants in a sling close to 
their body. Additionally, work policies were flexible and permitted husbands to bring their infants 
to the mother’s workspace whenever the child needed to be fed. However, the jobs they could 
obtain in Australia resulted in maternal-infant separation, which frequently led to infant formula 
supplementation. 
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 Resources and access: power to select? 
Feeding choices were often influenced by the facilities and foods mothers could easily access. 
Historically (ancestral), Vietnamese infants were fed with rice water when the mother could not 
breastfeed since: “poverty was the mother of necessity and inventions” (Sang, Vietnamese, 3 
years). This ‘water’ was believed to be the most nutritious alternative feeding option as it provided 
meals for both family and infant. According to Xuan, the rice water was sweetened with sugar and 
administered to infants through a bottle, as shown in Figure 9.2. 
 
Figure 9.2: ‘Milk’ alternatives - infant’s ‘milk’ from the family rice pot 
However, for Karen and Karenni mothers in Thai refugee camps, who had limited access to 
clean water, finances, heating facilities, shops and infant formula, breastfeeding was commonly 
practiced unless mothers were not able to (see previous section). One woman, who mothered her 
four children during her 27 years in Thai refugee camps, depicted her decision to breastfeed based 
on the difficulty of sourcing water in Figure 9.3.  
 
Figure 9.3: Process of gathering water in the Thai refugee camp 
Water is gathered from a stream through a pump system. A bucket is placed at the 
[collecting] end and the steel handle is pushed horizontally. It is very tiring. The water is 
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unclean and unsafe [causes diarrhoea and typhoid] and we cannot [no means to] boil water 
properly… So that’s why breast milk is the best. (Theingi, Karen, 4 years) 
Post-resettlement, advertisements and portrayal of “stacks of infant formula tins” (Yen, 
Vietnamese, 3 years) in the shelves of detention centres and supermarkets led to the perception that 
there were multiple feeding options in Australia. Here, mothers used their “free will and choice” 
(Loan, Vietnamese, 18 years) to make their infant feeding decisions. While some working mothers 
felt that infant formula met their demands, Zauza, a Karen mother, felt that it was manufactured for 
“lazy people to use”. Despite the abundance of infant formula in the onshore detention centre, Yen 
felt that infant feeding decisions were ultimately hers. She regarded the ‘option’ an act of goodwill 
by detention centre staff, rather than coercion to formula-feed.  For Myanmarese mothers, access to 
infant formula in Australia was a means of ‘distinguishing’ and ‘repositioning’ their infant feeding 
perceptions.   
In the camp it is difficult to buy milk powder. Here, I try to give formula to the baby but the 
baby doesn’t like…maybe because it is unnatural. (Zauza, Karen, 6 years)  
Mothers who had no choice but to formula-feed due to health reasons recounted how unrestricted 
access to money, milk and hot water in Australia made formula-feeding more practical. In the 
camp, they stored unfinished cold milk for future use, as the “formula supply was rationed by the 
KRC [humanitarian aids committee]” (Phu, Karen, 7 years). 
 Primordial versus scientific: research proof  
Maternal infant feeding negotiations in Australia were also subjected to the western technological 
and scientific conceptualisation of ‘best’ that contradicted their traditional understanding of 
‘optimal milk’ production, as described in Chapter 8. The marketing of formula milk, such as “S26 
GOLD” and “good for the infant’s brain”, altered the language of ‘best’. Thuy, who had lived in 
Australia for decades and was educated as a nurse, spoke about her trust in the quantifiable nutrients 
of infant formula: 
Because you as a mother want the best thing for your child. If there’s something coming out 
[advertised] saying this is good for the baby brain development, it has got all this calcium, 
magnesium or something…  It can’t be misleading. It has to be good. You see, I was 
educated here to understand what they [formula manufacturers] mean. (Thuy, Vietnamese, 
27 years).  
 Thuy also mentioned that all her siblings and female relatives also preferred infant formula because 
of its advertised superiority. 
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The shift to Australia also led some to think that infant formula available in Australia was 
equal to breast milk. This ‘equalisation’, predominant among recent refugee arrivals, was driven by 
their conceptualisation of the quality of breast milk substitutes pre- and post-resettlement. For 
example, the soy milk sold in Thai refugee camps was thought to be poor in quality due to its high 
sugar content, in comparison to the ‘technological’ infant formula available in Australia. A mother 
justified: “Australia is an advanced country and makes good formula milk” (Shreya, Kachin, 7 
years). 
However, mothers who were determined to breastfeed noted that breastfeeding practices 
transcended “any research that has been done on infant formula in the past twenty or thirty years” 
(Loan, Vietnamese, 18 years). Some also felt that technological food advances increased child 
illness in comparison to previous times, when breastfeeding nurtured healthy infants. Additionally, 
Christian mothers were firm in the belief that no man-made product could undermine the 
‘humanness’ of breast milk.    
 Repositioning of ‘best’: healthcare advice 
In the past, practical breastfeeding insights were acquired from family and community (discussed in 
Chapter 10.2.2, page 150). However, health professional guidance had an impact on the way 
mothers fed their infants in Australia, especially in terms of their cultural beliefs. Mothers thought 
that healthcare professionals functioned as agents to optimise their breast milk production, since 
issues of breast milk insufficiency were the main reason for their use of infant formula (discussed 
further in Chapter 10.4.3). The advice included: colostrum administration to newborns; using and 
massaging both breasts during feeds; ceasing the administration of water and honey to infants 
below the age of six months; and counting of wet diapers rather than relying on infant crying 
patterns to gauge breast milk sufficiency. Some were also taught to clean their breasts before every 
feed for hygiene purposes.  
Maternal conformity to healthcare advice was dependent on their ability to negotiate 
familial cultural expectations. While Dung, a newly arrived Vietnamese refugee, complied with her 
mother’s advice of administering water to her newborn infant, Giang, who was educated in 
Australia and conversed in English, cooperated with the nursing assistance offered.   
The nurse helped me to squeeze out the yellow milk, though just a few drops, and feed it to 
the baby. In our culture we are not allowed to use it but they [nurses] said it’s [colostrum] 
GOLD [raised tone]. Westerners think it’s perfect, so we follow the western way here.  
(Giang, Vietnamese, 26 years) 
 134 
 
However, for some women, healthcare advice altered their view of the best mode of feeding. 
The mother who gave birth to her firstborn on the boat from Vietnam was advised against 
breastfeeding: “I had no milk then [when checked], so formula was continued as suggested because 
they wanted to check what my baby takes in and out [output]” (Bian, Vietnamese, 3 years). Another 
mother was advised by a hospital doctor to supplement her newborn’s (27-days old) diet with infant 
formula when her infant’s skin turned yellow. Despite the midwife countering the doctor’s orders, 
she followed by doctor’s advice because doctors were thought to be higher and more 
knowledgeable in the medical hierarchy. For both mothers, this advice led to the understanding that 
infant formula was preferred to breast milk in Australia. 
Additionally, some mothers were confused by the inconsistent advice given about when to 
introduce solids (between the fourth and sixth month of age) across different practitioners and 
printed brochures within a short time span. While new refugee arrivals also experienced confusion 
as the time-frames differed between countries and health beliefs, more established arrivals were 
able to ‘balance’ the traditional and medicalised views. 
 
The shift from the traditional familial to medical-health models in Australia was thought to be one 
of an “emotional familial to practical healthcare” (Tuyet, Vietnamese, 3 years) realm. In their 
homelands, new mothers were “shielded” and cared for by her mother’s and father’s families 
immediately after the birth. Hospital admission was minimised to encourage postpartum rituals at 
home. However, in Australia, mothers were confronted with an absence of household support 
systems, the web of medicalised childbirth that required a period of hospitalisation, and hospital 
protocols that conflicted with their cultural understanding of health and illness. This reduced the 
length and extent of cultural postpartum observances, which they felt negatively impacted their 
duration of breastfeeding. Thus, maternal infant feeding practices were dependent on how they 
negotiated their cultural expectations within their communal networks, living environment and the 
medicalised healthcare setting.  
 Support networks: friend or foe? 
There were circumstances where mothers valued support from social networks, but also moments 
when they desired a freedom of choice especially to comply with or reject postpartum practices. 
Support from family members, particularly those of the maternal grandmother, was said to be 
crucial to the establishment of breastfeeding, especially with postpartum meal preparation and 
assistance with household duties. When absent, the success of breastfeeding depended on assistance 
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from the new mother’s husband. Marital breakdown and separation when husbands were still in 
refugee camps impacted on maternal decisions to formula-feed their infants. 
Mothers who had arrived in Australia as children benefitted from familial support in 
Australia. Long’s mother assisted by researching and preparing the most recent ‘milk booster’ 
discoveries: “Mom found out recently that pandan leaf roots soup helps in making breast milk 
plentiful. So she uprooted the whole tree and boiled the roots for me” (Long, Vietnamese, 20 
years). However, this did not always occur when families lived in widely dispersed areas in 
Australia or were in Vietnam.  
Despite arriving in Australia with extended families, Karen and Karenni mothers reported a 
notable difference in the communal atmosphere upon resettlement. Unlike Long’s mother, who had 
been in Australia for many years, their family elders were busy attending English classes that were 
tied to financial incentives. In Figure 9.4, Aarya recalled an experience upon discharge from 
hospital before her milk supply was established. Without any family support, she prepared a simple 
meal (rice with fried eggs) and drank hot water to encourage milk production. The choice of red 
demonstrated her state of helplessness and sadness as, culturally, a mother was never left alone 
during this period. In tears, she narrated its impact on her long term milk supply as she only 
breastfed for eight months. 
 
Figure 9.4: Breastfeeding struggles from the lack of familial support   
The baby was 4 days old at this time. The baby’s father supposed to cook soup and fry fish 
but he didn’t…My mom was busy with school. This is me sitting down with my baby one 
night…I was crying… I was not producing milk; my baby had none to drink. So I tried to 
overcome by eating all I had. (Aarya, Karen, 4 years) 
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Support networks established in transit countries also proved to be beneficial in Australia. A 
Karen mother, whose husband was of the Chin ethnic group, sought help from Chin neighbours for 
confinement meal preparation once her mother returned home. Some ethnic Chin mothers also 
received breastfeeding assistance from mothers with a similar ethnic background, based on the 
networks built during their stay in Malaysia. However, recently-arrived Vietnamese mothers 
struggled to access their support networks while living in onshore detention camps, and were only 
able to freely access support networks after release from detention. One mother said:  
It is difficult when you’re conditioned as a refugee, you can’t have what you want. After 
delivery some friends brought cultural food to the area where they were allowed to visit me. 
I could eat it there but was not allowed to take it into the camp. (Sang, Vietnamese, 3 years) 
In terms of juggling cultural expectations, mothers either preserved or discontinued their 
postpartum cultural beliefs upon exposure to the Australian healthcare systems. Often, the main 
reason to continue their cultural practices was because of family elders who “coerced” mothers to 
be “obliged to the rule”; so to earn “value and admiration” from their traditional society for 
cultural continuity. However, mothers weighed the implications of traditional and western 
understandings when cultural rituals were thought to be not applicable in the Australian setting, 
where access to cost-free, good quality and technological medical treatment was available. While 
some mothers stayed away from cold winds as they believed the pores of their skin were open, they 
felt that the proscription from taking showers was unimportant in Australia. Thao, a nurse by 
profession, convinced her mother that taking a shower was permissible by contrasting the dirty 
waterways in Vietnam with access to clean and warm water in Australian homes. Marlar, a primary 
school teacher who spoke fluent English, also justified her refusal of drinking turmeric water in 
Australia by contrasting the medical facilities pre- and post-resettlement.  
I told mom there is no English [western] medicine in Thailand; we only have turmeric 
powder for prevention and Australia is a big country with medications for mother’s health. 
(Marlar, Karen, 8 years) 
Conversely, some Vietnamese mothers who initially felt that their postpartum rules were 
redundant after receiving education in Australia, expressed regret when they developed irreversible 
health problems after a period of time. For example, a mother suffered from headaches during a 
cold winter, nine years after the birth of her eldest child, which she attributed to not following 
postpartum rituals. She wished her mother had communicated the postpartum proscriptions from a 
scientific viewpoint, and decided to make the message clear when her daughter becomes a mother.  
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You CAN’T BECAUSE [increased tone] all the ligaments expanded when you give birth and 
it takes time to go back to normal shape… Anything cold, walking too much will increase 
the process of going back to the normal… quickening the process won’t help your body 
[health]. (Giang, Vietnamese, 26 years) 
 ‘Ritualised’ environmental setting: barriers and adaptation 
Although some mothers wanted to follow their cultural rituals to assist with breastfeeding, they 
discovered structural barriers that made this difficult. Vietnamese mothers found the ‘mother-
roasting’ ritual (see Figure 7.6, Page 97) to be impractical in Australia. This was due to the hot 
weather in Brisbane; structures of western beds that used mattresses (since the ritual required beds 
made from tree bark without the use of a mattress); living in rental homes that were bonded by 
tenancy agreements; and built-in smoke detectors within homes. Some mothers felt that their 
inability to conform to this cultural ritual had a negative impact on the volume of breast milk they 
produced, and subsequently the overall length of breastfeeding.  
Tuyet, a recent Vietnamese refugee, attributed her reduced length of breastfeeding in 
Australia compared to Vietnam (five months versus two years), to the “lack of warmth” that 
contributed to her body “fat” (flabby and untoned). She depicted her milk supply in Vietnam as a 
garden water sprayer (Figure 9.5), using the term “phun, phun, phun” (“spray, spray, spray” in 
English), to suggest the voluminous milk that resulted from the ‘mother-roasting’ ritual. On the 
other hand, despite the marked structural differences in their homes in Australia, such as inability to 
sit by the fire (Karenni culture), Myanmarese mothers did not report a noticeable difference in their 
capacity to produce breast milk. 
 
Figure 9.5: The ‘cultural’ volume of breast milk in Vietnam 
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To counter the structural limitations, some mothers invented rituals that mimicked those of 
‘mother-roasting’. One mother ground and microwaved salt and ginger and placed it in a cotton bag 
before massaging it onto her abdomen. She shared the cultural essence to this invention: “…salt 
and ginger here is heat, which is equal to compensate the burning charcoal” (Sang, Vietnamese, 3 
years). She felt that this ‘invention’ contributed to her recovery and capacity to breastfeed her two 
Australian-born infants. Some mothers used electric heaters to encourage sweating during their 
confinement. Those who were educated in Australia found ‘mother-roasting’ to be unsafe for the 
maternal-infant pair, with concern that performing the ritual in an enclosed room may facilitate 
oxygen depletion. Instead, they used western balms such as Vicks and strapped their abdomen 
(abdominal-binding) to mimic the effects of the ritual.  
Mothers also regarded behavioural rituals to be highly dependent on the availability of 
manpower and materials. Dung, a recently-arrived Vietnamese mother, adhered to the traditional 
vaginal-care ritual using a make-shift charcoal stove (see Chapter 7.2.2, Page 97). However, this 
labour intensive ritual was only performed for a week, during her husband’s paternity leave, as 
materials needed to be assembled daily. Additionally, inaccessibility to special river rocks in 
Australia was a barrier to following the Karen vaginal-care rituals.  
From the perspective of cultural dietary practices, access to traditional herbs, vegetables and 
specialised oils required for confinement meal preparation contributed to the practice of 
breastfeeding in Australia. Mya, a Karenni mother, mentioned how her husband accessed 
vegetables such as Gaw Ya Kar (choco leaves), Kinbun leaves, and young jackfruit leaves in the 
Sunday markets close to her home. Vietnamese mothers who lived in onshore detention centres, 
however, lacked access to shops and cooking facilities. 
 Medicalised setting: continuum of safety and conflict  
Maternal experiences of giving birth in hospital settings in Australia, and their interactions with 
maternal and child healthcare services were quite different to the healthcare available before 
resettlement. Birthing in Australia involved a shift from a private familial to the professional 
medicalised sphere. Although the shift disrupted cultural postpartum observances to some extent, 
the Australian setting was still conceptualised as a safer environment. 
All mothers felt that they received undivided care and attention in Australia, despite their 
heritage. In Vietnam, healthcare services were often not provided unless a bribe was paid. Most 
mothers had feelings of insecurity as newborn infants were often kidnapped for ransom. These 
concerns contributed to their reluctance to trust and be receptive to health care in Australia. Dung, a 
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recent refugee to Australia, narrated how a Vietnamese interpreter helped her understand the 
nursing services in the neonatal ward.  
 I was holding on to the baby…the nurse couldn’t get near… the interpreter explained that 
nurse was trying to help. Gradually I released the baby to the nurse so she could teach me 
to latch the baby properly since no milk came out when the baby sucked. (Dung, 
Vietnamese, 6 years) 
Interpreters also played a pivotal role in minimising practitioner-patient language barriers and 
cultural differences, which otherwise made recent refugees feel like a “stranger”. However, 
established Vietnamese mothers were more receptive to assistance from healthcare professionals, 
such as the massaging of breasts to stimulate the breast milk production. 
The postpartum care that mothers received in various countries of transit also differed. In 
Thai refugee camps, mothers were rested for a couple of hours after giving birth, while the newborn 
was bathed and cared for by nurses. While some welcomed the rest, others were anxious since they 
did not know the condition of the infant. Chin and Kachin mothers who birthed in Malaysia too, 
were distressed when had their newborns were placed in a common area for collection after birth. 
However, mothers were content that their newborns were roomed-in with them immediately after 
birth in Australia. Nguwar illustrated feelings of safety and security over the rooming-in policy in 
Australia through an image of a potted plant in Figure 9.6: “… the “gift” [infant] is given to us 
directly like this pot of flowers. I can carry the baby everywhere” (Nguwar, Kachin, 6 years). 
 
Figure 9.6: Rooming-in policy in Australia 
Mothers came to understand that hospital care practices in Australia, such as when an infant 
was placed on their mother’s chest after birth, encouraged breastfeeding. Those whose childbearing 
spanned a number of years contrasted how infant feeding support evolved through the years. Those 
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who gave birth recently mentioned that there was no assistance in terms of infant formula brand 
suggestions, while those who birthed a decade ago recalled being taken to a pantry where pre-mixed 
formula milk was ready to be dispensed to mothers who felt they had no breast milk. 
While the health facilities in Thai refugee camps, India and Malaysia appreciated traditional 
cultural beliefs, mothers found differences, which they termed as “conflicts”, in Australia. The 
differences included instructions on physical activities such as walking and taking baths, and also 
the provisions of ‘cold’ hospital meals (fruits and ice creams) that opposed their theory of breast 
milk production (see Table 7.1, page 99). Nguwar drew a scene where she fell in the bathroom 
(Figure 9.7) due to her apprehension of informing the staff that she was unable to walk to the 
bathroom after the birth. The image depicts the distance that she needed to walk between the bed 
and bathroom, which exacerbated her state of fragility. However, some encountered culturally-
sensitive and empathetic midwives, who gave them the option of taking a shower, sponging 
themselves, or being sponged by the midwife. 
 
Figure 9.7: Conflicting postpartum instructions in the hospital sphere 
In terms of maternity health services, all mothers with the exception of those who transited 
in Thai refugee camps had never accessed maternal and child health services prior to arrival in 
Australia. The latter group of mothers acknowledged that the services in Australia were more 
organised and equipped. In Australia, new mothers were visited by midwives and child health 
nurses, especially during the first couple of months postpartum. Dung, who was separated from her 
mother in Vietnam, welcomed the five to six home visits that she received after giving birth to her 
firstborn. However, the services that were centred around ‘measurements’ made her doubt her 
breast milk supply. She then decided to introduce the bottle so that a more visible measure of 
progress was observed in successive visits. 
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They will check the baby weight, ask if I’m feeling and peeing well…How the baby 
breastfeeding … My milk too much or too little…  And ask about the poo [stool] and pee 
[urine] from the baby. (Dung, Vietnamese, 6 years) 
Similarly, a mother from the Thai refugee camp highlighted the more ‘technological’ infant weight 
measuring devices in Australia: “from the hammock to more accurate devices” (Aarya, Karen, 4 
years).  
 However, if no home visits were available, the journey to the maternal and child health 
clinic was thought to be ‘dangerous’ for both mother and infants, especially when the infant needed 
immunisation or immediate attention for health-related issues. Despite possessing a car in Australia, 
Zauza narrated her concerns by drawing an image of herself in postpartum rest (Figure 9.8) to 
demonstrate the strict care that was needed during the confinement period.  
 
Figure 9.8: The strict postpartum care for mother and infant 
In the village no transport, we have to stay at home one month. In Australia we go out with 
car so we can avoid lei zein [raw breeze]. However  I am worried even with car because the 
car is moving and shaking. It is no good for baby. If possible no appointment for baby is 
good. (Zauza, Karen, 6 years) 
Mothers also talked about aspects of healthcare advice that differed from their cultural 
understanding of breastfeeding. For example, the instruction of cleaning the breast before feeds 
contrasted with their commonplace practice of responsive and instinctive feeding (see Chapter 
10.4.2, page 159-161). While some received and followed the advice, others rationalised the advice 
from their lens of understanding. Yen spoke about the dietary advice she received:   
Over here [Australia] I was advised to eat everything that is healthy for the baby. I was not 
advised on what not to eat. So I still stick by not eating all the things that my culture prohibits 
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because it helped me to regain my health... So it [healthcare advice and cultural 
understanding] didn’t contradict in anyway. (Yen, Vietnamese, 3 years) 
However, on a long-term comparison, Thuy, who birthed her first child twelve years ago, found the 
current home visits to be more mother-centred compared to the past where only the infant was 
monitored. Mothers are also referred to psychologists, if they are thought to be showing signs of 
depression during the home visit.   
 
Among the women in this study, breastfeeding experiences within public spaces of different 
countries or settings was driven by the societal concepts of bodily functions and ideologies. In some 
areas, breastfeeding openly (i.e. without covering the breast) was welcomed, while in other settings, 
breastfeeding was concealed under a cover or undertaken in private areas. For example, Kachin 
mothers recalled the ban on breastfeeding in public in Malaysia, because of the rules of a Muslim 
country that valued modesty. Thus, during their stay there, they would “go and find a room” 
whenever the infant needed to be fed. However, their experiences were also dictated by their own 
cultural expectations. Maternal experiences of breastfeeding in public were driven by societal view 
of the function of the breast and visibility of breastfeeding. Thus, mothers found ways to negotiate 
the gaze of onlookers, and determined spaces that were favourable and those that were 
inappropriate for breastfeeding.   
 The function of the breast: organ of ‘nurture’ or ‘beauty’? 
Maternal perception of the breast inevitably impacted on the mother’s viewpoint of breastfeeding in 
public spaces. Vietnamese women viewed their breasts as an organ of “beauty and attractiveness of 
a woman” (Sang, Vietnamese, 3 years). Breasts were also perceived as a private female organ that 
should not be seen by others. Thus, they culturally preferred to breastfeed in private: “We are very 
discreet, we don’t show and let people see our body” (Xuan, Vietnamese, 30 years). Myanmarese 
mothers, on the other hand, saw breasts as an organ of nurturance. This led to their practice of 
breastfeeding openly “everywhere, anytime” (Mya, Karenni, 5 years), even during communal 
gatherings in the presence of both males and females. 
However, in their journeys as refugee women, mothers found that they needed to conform to 
the norms of their host country. Upon observing that the breast is a highly sexualised object in 
Australia, many decided to follow the culture of the greater population who breastfed in private. 
Aarya contrasted the freedom of breastfeeding in Thai refugee camps to the restrictions in Australia.   
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People here [Australia] don’t want to show their breast part in public, it’s just the western 
culture and people’s way of thinking. Here breast is sex object. So here it’s not good to 
show the breast and feed openly in public – for the mother... In our country [denoting 
Thailand], we breastfeed openly. Frankly, open your breast and feed your baby! (Aarya, 
Karen, 4 years)  
 Discretion: hidden act of breastfeeding  
Due to the western conceptualisation of maternal breasts, women emphasised the importance of 
breastfeeding discreetly in public in Australia. Discretion to these mothers meant not showing their 
breasts, nipple or the mouth of the suckling infant in public.                                                                                                                                                      
Since they were new to Australia, mothers relied on advice from family members and 
healthcare professionals when it came to the norm of breastfeeding in public. Prior to arrival in 
Australia, one mother was advised by her brother, who had been living in Australia for some time, 
that she needed to use a ‘breastfeeding cover’ when breastfeeding in the public spaces: “Here, no 
one should see the baby at the mother’s breasts” (Zaw, Karen, 6 years).  
The decision to breastfeed with discretion in Australia was not solely confined to protecting 
the mother’s body, but also their infant. Vietnamese mothers also saw discretion as a means of 
preventing men from becoming uncomfortable or offended by the sight of a breastfeeding mother. 
Thuy narrated this vulnerability: “You never know what is going on in people’s mind out there” 
(Thuy, Vietnamese, 27 years). Conversely, Shein narrated her comfort of breastfeeding in front of 
her brothers-in-law whilst living in a shared accommodation with them in India. However, she 
found her dignity to be at stake when confronted with the option to breastfeed in public in Australia. 
In my Chin culture, breastfeeding is not shameful when done in front of people. Because 
those men [her brothers-in-law] are not “other” [cultural background]... they are my 
husband’s family and my [Chin] people. In India and here I covered my breast when I do 
breastfeeding outside. In Australia they allow us to do breastfeeding openly, but I am 
embarrassed by feeling respect, delicacy or restraint [dignity] by fear of offending others. 
(Shein, Chin, 2 years) 
However, the use of breastfeeding covers was subjected to maternal worldviews and also the 
feeding temperament of the infant. Yati breastfed her infant openly on the train without the use of a 
breastfeeding cover. To her, “my baby’s hunger is more important” (Yati, Karen, 2 years). 
Conversely, a mother, who grew up and received education in Australia, initially had concerns 
about breastfeeding in public and used a breastfeeding cover. However, she altered her practice 
 144 
 
when it became obvious that her son preferred to feed without a cover. Thus, she balanced the needs 
of her child with some level of discretion: 
I’d wear the tops that I could put him from the underneath and use that to cover… Or use a 
small towel just to cover. (Thao, Vietnamese, 25+ years) 
 The gaze of onlookers: negotiating criticisms 
Since breastfeeding was a sexualised construct in the West, it was thus open to public comments 
and criticisms. Mothers believed that their ethnicity “stood out” in the Australian public compared 
to the local Anglo-white population. This interpretation had an impact on their confidence to 
breastfeed in public, as they felt that their presence attracted the gaze of passers-by. Zauza shared 
her experience of being derided and shown the middle finger by an Australian teenager when found 
breastfeeding openly inside a mall. She was initially shocked, as in the Thai refugee camp 
breastfeeding mothers were never confronted by crowds. Her emotions soon turned into anger, as 
depicted in Figure 9.9. Despite the encounter, Zauza did not unlatch her infant, since she felt that 
her innocent child had a right to nourishment when hungry: “Why can't I breastfeed in public when 
kissing in public is okay? I felt so angry…  but continued breastfeeding because my baby has a 
right to eat” (Zauza, Karen, 6 years). She eventually started to use a breastfeeding cover, since she 
was conscious of being observed in the Australian sphere. 
 
Figure 9.9: Anger from being ridiculed for breastfeeding openly in public 
While some mothers were conscious of public opinion about them, a mother who had lived 
in Australia for over three decades held a different perspective. In her view, maternal confidence to 
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breastfeed in public was subjected to her view of self. She added that mothers who were confident 
with their own body had the natural tenacity to negotiate the gaze of onlookers. 
If people looked at me while I was breastfeeding in public, I don’t have a problem. I will 
only have a problem if I don’t believe that I’m good looking and instead ugly. It’s about how 
confident you are with yourself and how you carry yourself in public rather than the culture 
barrier. (Hanh, Vietnamese, 33 years) 
Other mothers negotiated the gazes of others by focussing on their child and its needs, rather 
than the opinion of their surroundings. One mother mentioned: 
Baby’s need for a meal is more important than what other people think…. I don’t care… I 
don’t look at other people that time… I only keep looking at my baby feeding… My baby 
needs me”. (Shreya, Kachin, 7 years) 
 Choosing a conducive space: avoiding or claiming?  
Despite the option of using breastfeeding covers in Australia, some mothers were too shy to 
breastfeed in public. They preferred to breastfeed within the confines of their home, in the privacy 
of their cars or in breastfeeding rooms. The fear of potential stigmatisation led to breastfeeding 
being undertaken as a solely home-based practice, where “no one can see” (Marlar, Karen, 8 
years). Even formula-feeding Vietnamese mothers held similar perspectives. Hien, a Vietnamese 
mother, discussed how both her husband and her looked out for feeding rooms so that their infant 
was not exposed during bottle-feeding. 
The availability of breastfeeding rooms was an option to breastfeed in private spaces. 
However, this facility was said to be not widely available. When available, mothers found the 
demand for these rooms to outnumber the rooms available. In addition, as women from refugee 
backgrounds, they felt uncomfortable to breastfeed in front of mothers from the Anglo-white 
population, who shared the same room with them. Nguwar, a Kachin mother, related her experience 
in Malaysia, where the lactation room was too distant and her infant was wailing in extreme hunger. 
Thus, her husband ‘invented’ an uninterrupted and protected space for breastfeeding beneath a 
staircase and used shopping trolleys as ‘cover’.  
Advice from people in authority either discouraged or backed maternal confidence to 
breastfeed in public. Yen was informed by health professionals during her stay in the onshore 
detention centres that breastfeeding was best, but bottle-feeding was preferred when out of their 
home. This led to some mothers staying at home all the time, while others breastfed before leaving 
home, timed their trips according to the infant’s feeds and also planned trips in a way such that they 
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would have a private space to breastfeed. In contrast, those who transited in Malaysia were briefed 
about the breastfeeding laws in Australia by Australian spokesmen. “They gave us information that 
we can breastfeed wherever we like in Australia” (Hla, Chin, 8 months). Mothers from the Catholic 
faith found that their church was supportive of breastfeeding upon encouragement from their church 
leader, the Pope.  
 As a catholic we are not restricted, even you see the Pope telling mothers to not be afraid 
and breastfeed in the chapel. (Thuy, Vietnamese, 27 years) 
Additionally, mother-infant sign boards in Australian shopping malls and public 
transportation systems were a source of encouragement to mothers. Nguwar felt that her role as a 
breastfeeding mother was supported by the Australian government with the various posters and 
signage encountered.  
In here all shopping centres have baby rooms. They [Australian authorities] look after 
mother and baby here.  Here we got advertisement paper and pamphlets that tell us we can 
breastfeed in public. We can see sign on the bus and train saying that we can do 
breastfeeding on the bus, on the train. (Nguwar, Kachin, 6 years) 
 
In this chapter, I have presented the structural configurations in the Australian setting that have an 
impact on maternal infant feeding decisions. These include: access to finances, shops, modernism 
and health knowledge of ‘best’ employed by marketing of infant formula; disparities in the role of 
family members, health care professionals, health services and hospital policies with regards to 
post-birth care; and the impact of western societal views on breastfeeding in public spaces. While 
some mothers continued breastfeeding as they had in the past, others did not because of the societal 
pressures, structural differences and ideologies of their new homeland. This chapter sheds light on 
the sources of power held by mothers who continued breastfeeding despite the inconvenience of 
adapting to a new and unfamiliar environment, and also the justifications made by mothers who 
opted for formula-feeding. The next chapter on the embodied experience of breastfeeding looks into 
the nature of the ‘maternal self’ in relation to her role as nurturer, while taking into account her 
embodied synergy with her infant and the socio-cultural environment.  
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CHAPTER 10  
Motherhood, Nurture & Connection - The Embodiment of 
Breastfeeding 
 
 
In addition to the beliefs of childbirth and infant feeding in Chapter 7; the cultural common-sense of 
motherhood in Chapter 8, and negotiations of infant feeding decisions within social spaces in 
Chapter 9; this chapter discusses maternal-infant embodiment from the holistic lens of nurturing. 
Many of these mothers, especially recent Vietnamese and Myanmarese arrivals, described their 
infant feeding experiences in a manner that valued the relationship shared with their infants: 
“Breast [milk] is the best; nothing else can compare. The relationship between mother and baby is 
so special” (Chau, Vietnamese, 9 years).  
Even though birthing ‘detached’ the infant from the mother’s body, mothers narrated that 
they were not yet separate entities, and were intimately connected to each other until the child was 
ready to survive independently. From a moral sense, mothers saw themselves as foundational 
figures in the formation of a holistic individual, both in terms of physical and emotional well-being. 
To most of these women, this perspective was accomplished through the sharing of bodily fluid 
(breast milk) and intimacy at the breast. In addition, ‘good’ mothering entailed well-defined 
negotiations of intimate bodily aspects between the mother-infant dyad and their socio-cultural 
environment. This was particularly important since mothers are commissioned with the primary 
task of nurturing their vulnerable child to independence.  
Thus, in view of nurturing from the lens of breastfeeding, solid food introduction and 
weaning, this chapter explores the embodied relationship shared between mother and infant in terms 
of: (1) Motherhood: Nature, Culture, Resettlement; (2) The Embodiment of Infant Feeding: 
Breastfeeding and Weaning; and (3) Breastfeeding is Natural: Structure, Signal, Supply. 
 
 Motherhood and the task of bringing about a new individual into complete existence incurred a 
whole shift in paradigm, roles and responsibilities. The vulnerable state of the infant incurred the 
formation of a conjugal relationship with its mother. During this time, the mother takes on the role 
as nurturer and caretaker until the child gains full independence health-wise and morally in terms of 
emotional virtues. I will discuss motherhood in terms of the shift imposed by nature for the 
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fulfilment of mothering; morality and the nurturing role of mothers; and emotional aspects of the 
breastfeeding experience.  
 The becoming: woman to mother   
Mothers highlighted two aspects of transformation to motherhood; the physical changes of their 
body and breasts, and relational changes since their fragile infant was totally reliant on them for 
care and nourishment. This ‘becoming’ was said to be more straight forward as mothers gained 
experiential knowledge with successive children. While mothering was more straightforward for 
Yen, a mother of five, Kim, who had two children, narrated her need for adaptation: “I had to adapt 
and find ways to understand the baby and its feeding requests” (Kim, Vietnamese, 3 years).  
Upon childbirth, these mothers found awe in their capacity to love their newborn and other 
off-spring equally and totally beyond themselves. Tuyet, a Catholic mother, conceptualised the 
‘becoming’ as a physical, emotional and spiritual awakening, especially in coming to knowledge 
that: “A mother can only love with condition to her children only…But God can love all humanity” 
(Tuyet, Vietnamese, 3 years). She used her understanding of ‘Can a mother forget the baby at her 
breast and have no compassion on the child she has borne? Though she may forget, I will not forget 
you’ (Isaiah 49:15) to demonstrate God’s love through breastfeeding metaphors.  
After birth, maternal concerns were said to be totally directed towards the nurturing and 
upbringing of the infant. Ttlwin, in Figure 10.1, illustrated her total devotion towards her child 
through an image of a heart that was solely occupied by and “swells, empties and refills” (Ttlwin, 
Karen, 6 years) for her children. These mothers also viewed ‘devotion’ as an embodied “changed 
language”, both socially and culturally, as they tailored infant feeding practices to various spaces 
and interactions, while also being mindful of their cultural behavioural and dietary rules (Chapters 
7.2.2 and 7.2.3). Hanh narrated: 
 
Figure 10.1: The heart of a mother 
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My life is a language changed after my baby’s birth because now I am going everywhere 
with the baby. There is also a relationship between my body and my baby’s body; I no 
longer eat what I like but what the baby needs. (Hanh, Vietnamese, 33 years) 
 The ‘becoming’ also altered maternal intimacy with their spouse since they now also shared 
another conjugal-like relationship with her infant. Often, the infant’s arrival changed the marital 
focus between husband and wife, as highlighted in a popular Vietnamese idiom: “Con la mo, vo 
oan gia”, which translates into “child is a debt, wife is an opposition” (Dung, Vietnamese, 6 years). 
To mothers, their dedication towards nurturing was influenced by their husbands’ understanding 
and cooperation. While sexual intercourse was not encouraged during the confinement period to 
promote bodily recovery (see Chapter 7.2.2, Page 98), husbands did not always want to observe the 
rule. According to one mother, her husband’s inability to abstain from sexual intercourse during the 
first few days postpartum negatively impacted her capacity to breastfeed as intended. 
I felt unrespected…my child’s need for milk was also unrespected. My uterus was not healed 
yet…the father of the child couldn’t stay long and forced to have sex. So I feel pain and 
since then struggled to make milk for my baby, only managed for six months. (Aarya, Karen, 
4 years) 
In relation to the paucity of social networks post-resettlement as mentioned in Chapter 9.3.1, 
mothers saw their nurturing role as a “cleaner, nurse, protector, shelter, feeder, and cook” (Long, 
Vietnamese, 20 years). In relation to this multi-tasking role, a few mothers visualised themselves as 
individuals with multiple hands. In the absence of familial support in Vietnam, one mother 
described how the infant’s father shared in the ‘maternal-infant embodiment’ as he assumed the role 
of caretaker of the new mother. To acquire strength for the task, he consumed a soup of the infant’s 
umbilical cord (discussed as the site of ‘connection’ in section 10.4.1). This belief was not practiced 
in Australia since mothers were unable to access the afterbirth (placenta and umbilical cord) in the 
healthcare setting.  
 Breastfeeding as transfer of love: morality 
Mothers described their maternal role and identity as teachers of their children, which was 
predominantly founded on their choice of infant feeding methods. To breastfeeding mothers, their 
roles were marked by cultural terms assigned to breastfeeding, such as “sua [milk] me [mother]” in 
the Vietnamese language and “mikhin [mother’s] nou [milk]” in the Burmese language. These 
terminologies portray a blood and bodily connection so that breastfeeding is seen as an “act of 
love” which originates from the maternal heart. In Figure 10.2, Zauza described her perception of 
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breast milk as a component of her “body” and “blood” that was passed (or pumped) to her infant 
through her heart:   
 
Figure 10.2: The heart of the transfer of love 
That is what love means to me, purple – to show my oxygenated and deoxygeanted blood. 
During breasfeeding I pass on ALL my love to my baby through breast milk. (Zauza, Karen, 
6 years) 
All mothers felt that their disposition to breastfeed was acquired from the “love” that they 
once received from the breasts of their own mother, as well as observations of nurturing in their 
community. “I saw my parents, grandparents, sisters breastfeeding their babies. So I too desired to 
do it when I become a mother” (Zauza, Karen, 6 years).  However, Yen, who was abandoned by her 
mother during infancy, made a conscious decision to breastfeed so that her children “received 
plenty of that love through my breast milk” (Yen, Vietnamese, 3 years). This inspired her to 
continue breastfeeding despite the pressure of shifting between detention camps during her 
pregnancies.  
In addition, despite the perception that western ideologies of individuality conferred ‘value’ 
to the use of bottles, mothers chose to breastfeed since, to them, the breast had a moral component. 
Breastfeeding mothers thought that formula- and bottle-fed infants lacked love, because their 
breasts were thought to be the first site where infants become attuned to the voice, invitation and 
instruction of their mother. Kay, a Chin breastfeeding mother, regarded the period of breastfeeding 
as an opportunity to discipline her children, especially when they bit the nipple. She unlatched her 
infant and paused breastfeeding until infant gestures (grin or wink) were observed to ‘teach’ 
him/her not to bite.  
Shreya, a Kachin mother, described the impact of breast milk on the character (virtues) of 
children by drawing the lifecycle of a seed until its growth into a fruitful ‘adult’ tree, as shown in 
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Figure 10.3. The drawing illustrated six stages of a breastfed child’s development. First, the seed 
(zygote from fertilisation) needed to die in order to differentiate and sprout into a fruitful tree with 
strong roots. The strong roots represented the power to resist conflicting pressures. The many 
leaves, branches, flowers and heart-shaped fruits illustrated the spreading of love to family and 
friends. She used green to express the cool, bright, happy and peaceful personality of a breastfed 
child, while the red flowers and fruits represented traits of trust, bravery and confidence, which 
were essential attributes of a mature and holistic individual. Through the drawing, she also 
mentioned that nurturing of people begins at conception. Breastfed infants were also thought to 
repay their parent’s dedication and sacrifice by caring for them in the old age.  
 
Figure 10.3: Breast milk and the character development of a child  
Conversely, one newly-arrived Vietnamese mother who advocated formula-feeding as early 
as the first or second month thought that infant formula engendered independence and discipline. 
Kim narrated how formula-feeding ‘trained’ her infant to be a non-picky eater:   
The taste buds of the baby adapts quicker with formula milk.…  While I was breastfeeding, 
he would refuse everything [complementary]. But with the formula milk, he will go for 
anything given to him. (Kim, Vietnamese, 3 years) 
Like Kim, other formula-feeding mothers also justified how they compensated for the absence of at-
breast bonding with physical contact, such as by massaging the infant’s limbs and holding their 
infants close during bottle-feeding. Thein, in Figure 10.4, illustrated how she held her infant close 
during recreational activities: “My son is bottle-feeding in my arm as we are on the swing, 
symbolising the bonding that is possible, even during formula-feeding” (Thein, Karen, 6 years).  
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Figure 10.4: Love bonding during formula-feeding 
Additionally, mothers who had lived in Australia for a few decades did not advocate feeding 
by wet-nurses since they felt that infants were subconsciously getting to know their “world”. 
Bonding with someone other than their mother was thought to “confuse their [infant’s] little heads” 
(Long, Vietnamese, 20 years), since wet-nurses only breastfed for a specified period of time before 
the child returned to his/her biological family. 
 Emotions from childbirth and breastfeeding: empowering 
Breastfeeding was also described as an empowering experience following childbirth, especially 
during their stressful resettlement journey. A Catholic mother described how she drew strength and 
guidance from the embodiment of Mary and infant Jesus.  
Bible tremendously praises the role of a woman. That is why a woman was given the role to 
be the mother of God. Therefore as mothers, we have Mary as role model – we feed our 
babies as she fed baby Jesus. (Hanh, Vietnamese, 33 years) 
Belief in a creator God helped mothers to view their femininity as a privilege to be co-
creators with God, especially in bringing another human being into existence. Sang attributed the 
way she established her milk supply in the Australian detention camp (dipping cold salad into hot 
water) as giving the best nourishment to the “gift” God had blessed her with. She discussed how 
“the close relationship and seeing [her] baby growing from [her] own milk” (Sang, Vietnamese, 3 
years) imprinted a sense of fulfilment that strengthened her endurance. 
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In terms of empowerment, the little eyes that gazed at mothers and the first suckle was 
described as a period of revelation and ecstasy (“in a place like heaven”). Htay, in Figure 10.5, 
conceptualised childbirth and the immediate skin-to-skin contact as the unveiling of the sun 
(revelation), since new life was conceptualised as ‘sun’ in her Kachin perspective. 
 
Figure 10.5: The point of revelation 
After carrying this baby for 9-10 months, birth feels like clouds exposing the sun – darkness 
to light! When the infant started suckling, it felt like I am glimpsing the sun. (Htay, Kachin, 
3 years) 
This feeling took place every time the maternal-infant pair exchanged gazes during breastfeeding. 
However, the use of breastfeeding covers in the public spaces was seen as a hindrance to this 
intimate connection.  
Recent and established refugee arrivals had different views pertaining to early skin-to-skin 
contact (nurturing) in the Australian system. Most of the recent refugee arrivals felt confronted by 
the “unclean” blood and secretions on their infants, yet still loved and accepted the newborn infant 
unto their bodies. Marlar, who was literate in English, knew that prompt bonding was important for 
the mother and newborn to accustom themselves to each other. Those who had lived in Australia for 
decades, however, viewed the immediate contact with their infants as a relief after the concealed 
pregnancy and distressing process of childbirth for the maternal-infant dyad. To them, the 
immediate encounter at the mother’s breast was thought to help the infant find peace and comfort in 
the recognisable feel, sound and smell of the mother’s body, while the sweetness of breast milk was 
believed to soothe the shock of childbirth.  
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Infant feeding was also viewed as an embodied experience. The embodiment of breastfeeding and 
weaning were frequently explained through pictorial expressions of their hands, symbolising 
nurturing. Figures 10.6a and 10.6b depict maternal-child involvement during breastfeeding and 
weaning, respectively. Both images were tracings of the mother’s own hands to demonstrate the 
ordinary, instinctual and gradual journey that was discovered and shared between mother and 
infant. The choice of brown expressed the natural skin tone and sensation of touch that took place 
during nurturing. 
(a)  
     
 
(b)  
 
 
Figure 10.6: (a) Intimate bonding of breastfeeding and (b) the arched hand of a mother 
during weaning 
I think it is just the hand symbolising nurturing… The first is when I was breastfeeding. I am 
cupping them closely to me…For now [second image: children are aged 8, 5 and 1.5 years 
old], I am covering my three children because they have not grown up yet… probably 
another ten years my drawing probably would change. (Giang, Vietnamese, 26 years) 
The embodied aspects of nurturing are discussed in terms of the maternal-infant 
interdependence when breast milk was the sole form of nourishment, and also the period of 
weaning when the mother-infant pair was gaining mutual independence. 
 Proximity: dynamics during breastfeeding  
The maternal-child vulnerability after childbirth led mothers to realise that proximity to their 
infant (cupped hands in Figure 10.6a) was crucial for their care and nourishment. Yen drew a 
connection to images in the animal kingdom that she viewed on television: “Even in the animal 
world, let’s say the tigers; you can observe that the mother is always very close to her offspring to 
nurse them” (Yen, Vietnamese, 3 years).  
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Maternal-child proximity during breastfeeding was also thought to mutually benefit their 
health and emotional well-being. Yen stated: “When she [infant] feeds well at the breast, she sleeps 
well [emotionally calming] and gains all the immunity to protect her” (Yen, Vietnamese, 3 years). 
The embodied interaction (from suckling) during breastfeeding was also thought to symbiotically 
(reciprocally) restore ‘systemic’ imbalances in the maternal body that resulted from pregnancy and 
childbirth. Chau narrated: 
Breastfeeding heals the mother as well … As the mother passes immune system to the baby, 
the mother is also prevented from diseases. For example, in terms of the bones. When a 
mother gives birth, her calcium is utilised, so her bone system is at risk of osteoporosis. 
Breastfeeding kind of reinforces [heals/protects] the bone system….like a symbiosis between 
mother and baby. (Chau, Vietnamese, 9 months) 
However, some mothers who had lived in Australia for decades occasionally expressed 
breast milk so that their infant could be bottle-fed. To these mothers, the bottle allowed more 
freedom by permitting the mother to rest, and enabled fathers and other family members to engage 
in infant feeding. Thao, who worked as a nurse and had supportive colleagues who advocated breast 
milk expression, drew an image of a bottle to communicate what infant feeding meant to her. In 
Figure 10.7, she demonstrated her viewpoint of stepping back from the intimate at-breast bonding 
whilst still providing the best ‘food’ for her infant. “To me its natural, its breast milk still, just the 
means of administration differs…With the bottle, I don’t need to be physically present” (Thao, 
Vietnamese, 25+ years). 
 
Figure 10.7: Flexibility with breast milk expressions 
Additionally, the use of bottles (mainly of infant formula for new refugee arrivals) was also 
said to keep the mothers consciously engaged with their infant’s milk intake. According to them, 
the use of this ‘instrumentation’ permitted monitoring of milk intake, and eased their constant 
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anxiety of wanting to know if their infants were being fed sufficiently. Chau, a mixed breast and 
formula-feeding mother said:   
When the baby draws the milk out from the breasts, the mother’s body subconsciously 
[without control] senses how much the child sucks and it refills naturally for the next feed. 
However with formula milk, the mother is able to consciously monitor the [milk] intake at 
every feed and plan feeds for the intended daily volume. (Chau, Vietnamese, 8 years) 
 Letting-go: dynamics during weaning  
While the period of exclusive breastfeeding necessitated maternal-infant proximity, there came a 
time when weaning from the breast was needed to accustom the child to normal family food. Often, 
mothers also experienced this through an embodied sense. Yen felt that when her body was weak 
from breastfeeding, it was time to introduce a variety of foods to further support infant growth. 
Mothers generally initiated weaning progressively, where they gently distanced from and “let-go” 
of their infants. Phu, a Karen mother, demonstrated ‘distancing’ by avoiding her one year-old infant 
for some time until the child willingly consumed formula milk, water and other foods. 
The intimacy of at-breast attachment was said to make the process of letting-go a tug-of-war 
between mother and infant. Thao initially intended to wean her infant completely in the twelfth 
month. However, despite succeeding for two weeks, she eventually gave in to the request of her 
infant: “The milk was still there, and he wanted it, so I said ‘you can’… I really love having him 
near, so it was like both of us couldn’t let go” (Thao, Vietnamese, 25+ years). 
 The embodiment of nurturing was also thought to be dynamic and changing at different 
phases of infant growth, as shown in Figure 10.6a and 10.6b. While breastfeeding (Figure 10.6a) 
necessitated a pair of cupped hands, weaning (Figure 10.6b) was demonstrated by an arched hand 
that covered the children (drawn as flower buds). Giang made-sense of the ornamental image of her 
hand in Figure 10.6b:  
I can be a bit fancy with my hands now, I’m back to life…My hands are fancier with nail 
polish and a watch since I have time for myself… My children do not need as much attention 
and frequency of feeding as compared to those breastfeeding days. (Giang, Vietnamese, 26 
years) 
However, Giang still kept a close watch of her children since they were still growing and in need of 
protection: “My hands are curving over the flower buds to protect it from tremor, wind and natural 
danger. They are still under my shadow”. The curved hand also illustrated ‘distancing’, since her 
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children had gained some independence and the infant feeding ‘space’ was now shared with other 
parties (family members and caretakers).  
 Weaning was also seen as a gradual phase when it came to maternal physical engagement in 
the administration of food. The authority and proximity of mothers reduced at this time, since other 
family members became involved in the new phase where food was initially pre-masticated prior to 
feeding, especially when infants did not have teeth. Thus, food such as rice and banana was placed 
into the infant’s mouth in a “downward” fashion. According to Aarya, a Karen mother, this posture 
mimicked that of at-breast feeding. When the infant’s teeth came through, mothers used their 
“hands to mix and feed”. Their assistance with feeding solids gradually reduced between the ninth 
and twelfth month, when infants progressively acquired the capability to feed themselves, such as 
the skill to hold their own food and feeding utensils (spoon and fork).   
 In some cases, weaning was negotiated between siblings. According to a recently arrived 
Vietnamese refugee, weaning of one child was affected by pregnancy and the breastfeeding 
requirements of a sibling. During her next pregnancy, her elder child initially showed disinterest in 
breastfeeding. However, after the birth of the sibling, the older child resumed breastfeeding for a 
couple of months and helped establish and maintain the milk supply while her younger sibling was 
in intensive care. The elder sibling eventually ceased breastfeeding when the younger sibling was 
well enough to breastfeed independently. Yen discussed the unspoken collaboration between 
siblings:  
When I became pregnant, nature instructed her to stop because her sibling needed my 
vitamins [nourishment] to grow. When her sibling was born ill, nature called her back [to the 
breast] to establish breastfeeding. Now nature ‘informed’ her [instinctually] that her younger 
sister could now do it [breastfeed] herself. (Yen, Vietnamese, 3 years) 
 
All mothers felt that they nourished their infants through the placenta in-utero, however, 
only breastfeeding mothers viewed breastfeeding (process) as inseparable from breast milk 
(product) and vice-versa. They viewed their bodies as a means of continuing sustenance after the 
birth and felt that the hospital policies in Australia that foster skin-to-skin contact immediately after 
childbirth aided in- and ex-utero transitioning. 
Kim, a new Vietnamese arrival who breastfed for only two months, illustrated her embodied 
experience of pregnancy and childbirth in Figure 10.8. The first flower signified pregnancy, where 
her body, especially her abdomen and breasts, ‘expanded’ in preparation for the infant’s arrival. The 
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second ‘exploding’ flower depicted birth, where in one sense she expressed relief since her infant 
had been “dispelled” from her body, and in another sense displeasure since her breasts started 
producing milk.  
 
Figure 10.8: The embodied experience of pregnancy and childbirth  
While Kim was ambiguous about the experience, mothers who were devoted to 
breastfeeding depicted their bodily experience as an outpouring of love that enabled their infants to 
bloom and grow. In addition, mothers such as Bian, who opted for infant formula during the 
unexpected childbirth on the refugee boat (uncontrolled environment), viewed the embodiment of 
childbirth differently. During the stressful journey of fleeing oppression in her homeland, which 
coincided with her pregnancy, all she had in mind was the desire to see her child without thinking 
about how her child would be fed. 
Based on the natural embodied experience, new refugees in particular viewed childbirth and 
breastfeeding as a natural continuation of the reproductive cycle of any woman, without the need of 
guidance and manuals. However, techno-medical advances such as bottles, infant formula, growth 
charts and the sexualisation of maternal bodies, fragmented nature into a complex phenomenon that 
required monitoring and seclusion from public view. 
 From the womb to the breast: natural versus manufactured 
Mothers correlated the functions of the umbilical cord and their breasts to make-meaning of 
maternal-infant nutritive connections. The cord was conceptualised as the channel of nourishment 
in the womb, while their breasts performed the same function after childbirth. Figure 10.6a also, in 
part, illustrated the embodiment of breastfeeding (at the maternal breast) that mimicked the 
protected (secure) environment in the womb. Giang narrated: 
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…the mother’s [cupped] hands forms a womb shape, the same secure and warm 
environment the baby came from…From the womb of the mother unto her hands at 
breastfeeding. It is just a protected and safe space (Giang, Vietnamese, 26 years) 
We also saw in Chapter 7, that Giang used this image (Figure 10.6a) to denote the purity of breast 
milk as a substance of her body.  
The shape of the mother’s nipple was said to be instinctively suited for infants. In relation to 
this, some infants who had suckled at their mothers’ breasts never accepted a bottle, either of 
formula or expressed breast milk. One mother elucidated the natural comfort zone of the mother’s 
breast/nipple: 
The baby is very sensitive towards the mother’s breast… It’s not the content of the formula 
that facilitates rejection, but the natural nipple that the baby gets so used to sucking. The 
mother’s breast has such a natural, perfect and warm sensation for the infant… I think 
putting the baby on the artificial nipple could cause ‘shock’ to the child. (Chau, Vietnamese, 
9 years) 
Additionally, the design of artificial teats caused distress. Some recently arrived refugees 
who tried formula-feeding in Australia had difficulty finding suitable teats. 
 In the shop they have a few different nipples for babies of different ages… I didn’t really 
know to check that… it was a struggle when the baby couldn’t suck out anything from the 
artificial nipples. My nights were spent settling the hungry infant…. I didn’t know what to 
do. (Dung, Vietnamese, 6 years) 
One mother recalled how the Australian healthcare setting was supportive of her infant’s 
demand for the natural (milk and breastfeeding process), which sped up the recovery process too. 
Sang, who gave birth during her stay at the onshore detention centre, was granted a special privilege 
to be re-admitted to the hospital when her infant needed phototherapy and refused the bottle (breast 
or formula milk): “The doctors tried all means to make the artificial milk seem like real human milk 
but failed. My infant, it needed milk from bonding with me [breastfeeding]” (Sang, Vietnamese, 3 
years).  
 The feeding bell: call & response 
The connection shared between mothers and infants, and socio-cultural implications from various 
environmental settings were important for infant feeding. Breastfeeding mothers found a strong 
connection between their bodily “signal”, such as breast tenderness, pain, tension and fullness, and 
the infant’s need for a feed. These signals appeared prior to the infant crying (termed as “bell”), 
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and were thus a guide to get close to their infant. During an interview, the research team observed 
Zauza’s newborn moving her legs and arms vigorously on the bed. Soon afterward, Zauza (who was 
not facing her infant) held her breast, requesting if the interview could be interrupted: “My breasts 
are feeling full, I suppose my baby is hungry”. After the feed, Zauza produced an image, shown in 
Figure 10.9, which illustrated being attuned to her infant’s rhythm of hunger.  
 
Figure 10.9: Maternal-infant feeding communication 
This is me feeding my baby whenever it wants milk. Since childbirth…my body just picks up 
the baby’s hunger rhythm. (Zauza, Karen, 6 years). 
Breastfeeding mothers also related that by the time their infant started crying, their milk was 
already “up [close to the nipple]” and their breasts started leaking. This made mothers think that 
breastfeeding was convenient, as it prompted a speedy response to their child’s needs and did not 
require preparation of bottles. Also, this bodily ‘felt sense’ spurred Marlar, who owned a car, to 
return home from work during break times to breastfeed her infant. Mothers who were 
uncomfortable with breastfeeding in public in Australia expressed frustration and guilt when they 
needed to delay feeding until a safe place was found: “By then [after finding a safe space to 
breastfeed] baby is already crying for milk… I was upset my baby was hungry and my breast was 
leaking [signal] right to my shirt. It was observable” (Marlar, Karen, 8 years). Conversely, an 
exclusively formula-fed infant’s demand for a feed was not intimately felt by the mother. Thein, a 
formula-feeding Karen mother, mentioned a scene where family members congregated around her 
infant to “figure out” the infant’s needs when it cried. Some felt that this led to over-feeding, 
especially when the mother was unable to gauge the feeding cues of her infant. 
Additionally, the immunity producing capacity of breast milk was said to be a result of the 
signal-response interaction during at-breast feeding. A mixed breast- and formula- feeding mother 
narrated:  
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The mother can’t feel when the formula-fed baby is unwell… However a breastfeeding 
mother’s body can sense that her baby is unwell. So her body produces for the sick baby. I 
think the sense is from the infant’s saliva touching her breasts… I reckon even bottle-
feeding of breast milk wouldn’t work in terms of the immune system. (Hien, Vietnamese, 16 
year) 
Thus, in the event of infant illness such as flu, breastfed infants were observed to maintain their 
feeding patterns and recover steadily, while formula-fed infants had a reduction in appetite and took 
longer to recover. 
 Milk supply concerns: mechanical body versus symbiotic body 
Vietnamese and Myanmarese mothers generally viewed breast milk supply as a culturally ‘heat’-
driven process (as mentioned in Chapter 7.2.4), and a dynamic harmonious collaboration between 
mother and infant (Chapter 10.3.1). However, there was a contrast in how they viewed their bodies. 
Vietnamese mothers preferred to view their body’s capacity for breastfeeding in technical (or 
mechanical) terms, as Tuyet visualised her body as a kitchen with water-wells; common to every 
home in Vietnam.  
…to me the mother is the kitchen, my breast the well that stores breast milk, my child the 
bucket that draws milk and rope is the baby’s suckle… The technique to draw milk is 
natural and the supply replenishes after every feed. (Tuyet, Vietnamese, 3 years) 
Despite most Vietnamese mothers attributing their reduced length of breastfeeding in 
Australia to socio-spatial differences (see Chapter 9.3.2), they tried to compensate for the “absence 
of warmth” by consuming commercial pregnancy and lactation supplements to reinforce their 
health. However, they found that these supplements did not match the potency that traditional heat 
treatment had in establishing their breast milk supply. In addition, mothers who believed that their 
bodies weaken from successive pregnancies supplemented their infant with spoons of infant 
formula in between feeds. Her intention was to ensure that her child was receiving enough milk: 
“Formula will give all the good nutrition [controlled manufactured composition] and mine [breast 
milk] will give all that’s essential [human bodily]” (Yen, Vietnamese, 3 years). 
Myanmarese mothers, on the other hand, viewed the production of breast milk as a cost-free 
natural phenomenon to nurture in the natural environment (i.e. springs, gardens). To them, breast 
milk production was a symbiotic ‘embodied’ collaboration that was solely achievable through 
maternal-infant interaction: “Mother’s milk is free…all it needs is the baby to suck from the 
mother’s spring [breasts]” (Shein, Chin, 2 years).  
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The embodied sense of nurturing, according to Xuan, was founded on the feelings of 
intimacy (illustrated in Figure 10.10) from the infant’s rhythm of “drawing milk [suckling]” (Xuan, 
Vietnamese, 30 years) at the breasts. The intimacy helped these mothers “know” that their infants 
were  being sufficiently fed. This feeling was thought to be very different to the function of 
mechanical breast pumps, especially amid the stressful resettlement: “When you are stressed, the 
baby can suck it [milk] out, not the pump” (Marlar, Karen, 8 years).  
 
Figure 10.10: Intimacy as a means of knowing 
While breastfeeding mothers focussed on their embodied capacity of nurturing, formula-
feeding mothers based their choice of perfect nourishment on the ‘manufactured’ nutritional 
contents advertised by infant formula companies (see Thuy’s narratives on ‘magnesium’ in Chapter 
9.2.3, page 132). Additionally, the resumption of employment led to the use of infant formula due 
to “fears of the child not getting enough” (Kim, Vietnamese, 3 years).  
Furthermore, Vietnamese mothers, especially those who had lived in Australia for a few 
decades, were concerned by the inability to directly observe the quantity of breast milk the infant 
consumed during at-breast feeds. Giang narrated: “Seeing other babies on bottle drinking like 
60mL, 40mLs, and 80mL…and here [at-breast feeding], there’s no measurement…I was like, am I 
giving him enough?” (Giang, Vietnamese, 26 years). Through healthcare guidance, Giang 
eventually learnt to frequently respond to her infant’s cry for feeds to ensure continuous milk 
production: 
…they [health care professionals] keep saying to me ‘breast milk is really good’, ‘it has got 
antibiotics’… whatever you have [body constituents], breast milk has it in a way special to 
provide what your baby needs… so I kept going [breastfeeding]…sometimes five minutes is 
all he needs…I think it’s all up here [pointing towards head], when he cries, I need to 
produce by giving my breast… It’s just a motherhood thing… Baby wants milk, PRODUCE 
MILK!!! (Giang, Vietnamese, 26 years) 
 163 
 
Additionally, in relation to milk supply, some mothers felt that wet-nursing could confuse 
the bodily “clock” of the milk mother. It was thought that breastfeeding other mothers’ infants may 
hinder the mother’s biological infant from reaping the “best” harvest of breast milk, since breasts 
were only believed to produce milk at certain “times” (Loan, Vietnamese, 18 years). New refugees 
shared how they breastfed ‘smartly’, for example, not wet-nursing during pregnancy (despite 
having a surplus of milk), since they believed that the foetus in the womb needed all the 
nourishment to grow. 
 
This chapter demonstrates that the experiences of infant feeding among mothers from Vietnam and 
Myanmar were not solely defined by cultural beliefs and spatial constructions that were delineated 
in Chapters 7,8 and 9, but were also a construct of a holistic embodiment of the mother-infant 
couplet. In conclusion, this chapter establishes how breastfeeding fosters a deep physical, emotional 
and spiritual connection with the child, and demonstrates how exposure to modern technologies 
such as breast pumps and milk feeding bottles disrupted the connection, which was also viewed as a 
means of freedom. Despite technical and symbiotic viewpoints of the breastfeeding process, 
mothers still viewed breast milk as the best form of infant feeding for their infants, which could 
explain a reframing of the conceptualisation of the maternal body when mothers shift from a poorer 
country to a modernised and higher resource nation like Australia. Guided by the aspects outlined in 
Chapters 7 to 10, the subsequent discussion, presented in Chapter 11 and framed within theories of 
‘liminality’, ‘embodiment and inter-embodiment’, ‘motherhood risk and responsibility’ and 
‘Bourdieu’s theory of practice’, reviews some major aspects of this study in relation to literature 
available in this subject area. 
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CHAPTER 11  
Discussion of Results  
 
 
This study explored infant feeding experiences of Vietnamese and Myanmarese mothers from 
refugee backgrounds, while seeking to understand their cultural, spatial and bodily negotiations pre- 
and post-resettlement. The findings show that infant feeding beliefs and attitudes were subjected to 
transgenerational norms (habitus) of feeding, beliefs surrounding health and illness, societal and 
cultural expectations in different countries, healthcare and institutional guidance, and also 
informational resources that mothers accessed such as books, advertisements and the internet. Thus, 
infant feeding for these mothers was imbued in a set of biological, social, cultural, economic and 
psychological values that were constrained and changed by shifting to a new country which differed 
in resources, health understanding, food technology and societal ideologies. 
In this study and in previous research, breastfeeding in the context of migration and 
resettlement is characterised by conformity to cultural beliefs, familial or social network assistance 
and English language literacy, while concerns of breast milk insufficiency engendered infant 
formula-use and food supplementation.  
Scholars have discussed the changing context of social networks, western capitalisation, 
medicalisation of breastfeeding and sexualised bodily ideologies that prompt the use of infant 
formula (Dykes, 2005; Groleau et al., 2013). However, less is known about the rites of passage and 
transitions that refugee women undergo to become good and responsible mothers. Factors that 
determine maternal ability to negotiate their transitions in a new country are mainly explored 
through the use of the ‘liminality’, ‘embodiment and inter-embodiment’ and ‘motherhood risk and 
responsibility’ theoretical frameworks, while Bourdieu’s habitus, symbolic capital, cultural capital 
and social space are used to justify maternal power relationships when it comes to their feeding 
decisions. These theories have been discussed in depth in Chapter 4. 
Thus, this discussion, as suggested by Van Esterik and O’Connor (2017), focuses on 
breastfeeding as a ‘holistic and integrated activity’, where the maternal body is constantly immersed 
in changing surroundings which she differently embodies and resists. In this realm, as Van Esterik 
and O’Connor (2017, p. 27) contend, ‘her biochemistry interacts, not just with her infant, but also 
cultural cues, lifelong predispositions, feeding rituals and more, that all also interact with each 
other’. In bringing this to light, I discuss and recontextualise the key findings from the results 
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chapters by interpreting them in relation to relevant research and existing knowledge (in sections 
11.2 -11.5). The theoretical frameworks mentioned above are used to shape the research arguments. 
This chapter continues on to discuss the value of using innovative data collection methods to help 
uncover the voices of refugee women that have been frequently silenced in infant feeding literature, 
and concludes with the strengths and limitations of this study.  
 
The findings presented in Chapter 7 reveal a correlation between the maternal body and infant 
feeding decisions. Childbirth, for women from traditional societies, is seen as a site of defence of 
cultural identity (Ginsburg & Rapp, 1995). Yet it is dubbed as a dangerous and liminal period of 
uncertainty, since both mother and infant are ‘betwixt and between’ two worlds or life phases 
(Symonds, 1996). The transitional nature of the maternal and infant bodies makes them vulnerable 
to the surrounding environment. Hence, mothers require ‘rites of passage’ (Van Gennep, 1990) in  
the forms of behavioural and dietary rules to avoid negative consequences to their health and those 
of their infants. Based on the liminality theory as theorised by Turner (2009), the mother and infant 
should be confined together (segregated and separated), away from other people during this period 
of confinement. This was similar to the case of Vietnamese and Myanmarese mothers in this study. 
The findings in Chapter 7 also point to the notion of ‘purity and danger’ to demonstrate the danger 
of transitional states (Douglas, 2002). Since breast milk is an embodied fluid, the health and 
transitional state of the maternal body are seen to be sub-optimal for ‘good’ breast milk production 
(Groleau et al., 2006). Furthermore, the vulnerable infant is also susceptible to danger if this sub-
optimal milk is given to the infant. In relation to this, in her study among Gujarati women, Spiro 
(2007) contended that breastfeeding during the confinement period occurs in a liminal time, since it 
happens between ‘intrauterine life and independent living for the child, and pregnancy and 
motherhood for the woman’ (p. 138). Spiro added that bodily liminality reduced over the 40 day 
confinement period. I suggest that the state of bodily liminality of Vietnamese and Myanmarese 
mothers in my study followed a similar pattern. 
The ‘rites of passage’ of mothers in my study, similar to those of women from other Asian 
backgrounds, was built on the ‘hot and cold’ humoral theory of health, which was strongly 
influenced by the Chinese yin/yang (Chen, 2010), Vietnamese am/duong (Groleau et al., 2006) or 
Ayurvedic dosha (Valliantos, 2016) principles.  The vulnerability of childbirth was engendered by 
the cold state of their bodies; a state that arose from the loss of pregnancy ‘heat’ due to the 
‘opening’ of the body and loss of blood (Mathews & Manderson, 1981; Liamputtong, 2000a; 
Groleau et al., 2006). This ‘opening’ of the body has also been viewed as a state of being exposed 
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to the elements and dangers (Purnell & Paulanka, 2003). Thus, the postpartum behavioural and 
dietary rituals are focused around re-establishing the thermodynamic equilibrium and strength 
necessary for good health. Good health, as Groleau et al. (2006, p.520) contend, is a ‘capacity for 
each human to extract energy from food, air, and water, and transform it into vital energy’. These 
heating rituals are also cornerstone rites of passage required acquire the identity of motherhood and 
prevent the occurrence of illness in later stages of the life cycle. This is because bodily ‘cooling’ 
could lead to illnesses that are associated with coldness, such as arthritis (Tung, 1980; Groleau & 
Kirmayer, 2004; Chen, 2010; Kuswara et al., 2016). Additionally, since breast milk production 
requires a lot of energy (vital energy), new mothers are rested and assisted by family members until 
an equilibrium in good health is achieved.  
The concept of ‘bodily opening’ from childbirth, which is connected to loss of heat in 
traditional terms, could also be viewed from an embodied sense. Along with the physical opening, 
childbirth (as the infant emerges) is also a ‘symbolic opening’ to the world of motherhood (Lupton 
& Schmied, 2013, p. 832). Thus, I argue that the segregation and separation enforced during the 
confinement period is a means of enabling the mother and infant to establish an embodied 
‘oneness’, and also favour the mother’s intuition or ‘bodily communication’ to symbiotically align 
with her newborn (Hashimoto & McCourt, 2009). In this case, the period of confinement is 
considered to be essential to the establishment of long-term breastfeeding, since infants are 
‘uncivilised’ (unable to articulate themselves) (Lupton, 2014), and the mother’s knowledge of their 
infant’s feeding cues is necessary for good health (Lupton, 2013). The importance of this ‘oneness’ 
for optimal breastfeeding and health are discussed in subsequent sections of this discussion.  
The findings of this study also show that perceptions of infant feeding were strongly 
connected to maternal bodily concepts. Mothers in this and several other studies viewed breast milk 
as a pure and natural component of the maternal body (Dettwyler, 1988; Liamputtong & Naksook, 
2001a; Groleau et al., 2006; Hofmann et al., 2009; Debucquet & Adt, 2015). In most studies, the 
purity of breast milk was acquired by the maternal body filtering the milk from harmful substances 
prior to ingestion by the infant (Liamputtong & Naksook, 2001a; Hofmann et al., 2009; 
Liamputtong & Kitisriworapan, 2011; Debucquet & Adt, 2015). This purification assigns a 
protective value to breast milk, especially since ‘pure and vulnerable’ infants are susceptible to 
infections during their liminal early years of development (Lupton, 2014). Hence, the production 
and delivery of good, pure milk is a way for mothers to act responsibly, especially in ensuring the 
health and well-being of their infant (Murphy, 2000). Thus, achieving a ‘good or vital’ state of 
maternal health through ritualistic observances during the postpartum period is important for the 
production of ‘good and pure’ milk, especially as some cultures believe that the maternal body is 
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contaminated with old blood from the womb after childbirth (Douglas, 2002; Spiro, 2007). This 
leads to the conceptualisation of breast milk as a ‘liminal bodily fluid’, and explains why many 
cultures, including the Vietnamese, view colostrum as dirty and unsuitable for the health of their 
infants. Prior to contact with biomedical knowledge, Vietnamese women discarded colostrum 
because of the cultural connotation of a yellow fluid. As found in Zeitlyn and Rowshan’s (1997) 
and Spiro’s (2007) studies, women attributed colostrum avoidance to the impurities and pollution 
associated with childbirth becoming attached to colostrum, thus giving it a creamy and blood-like 
texture. Similarly, ethnic African women in Hofmann et al. (2009) described ‘good breast milk’ as 
one that was white, odourless and had a well-balanced liquid consistency. Awareness of medical 
knowledge, however, led to appreciation of the nutritional and immunological value of colostrum. 
The belief regarding colostrum could be the reason why some Vietnamese mothers, 
particularly new arrivals, opted for formula-feeding, since to them formula milk was seen to be 
‘modern, scientific, containing pure elements of the cow, and as such may be more acceptable than 
expressed breast milk’ (Spiro, 2007, p.141). The view that infant formula was a chemical 
concoction by Myanmarese mothers in this study could suggest why they gave breast milk and 
colostrum to their infants immediately after childbirth, with the conceptualisation of ‘all breast milk 
is good’, irrespective of the colour. I use this difference in understanding to describe why all 
Myanmarese mothers retained their breastfeeding practices despite contact with modernisation, 
technology and westernisation in Australia, whereas Vietnamese mothers were more likely to 
formula-feed, especially when they had difficulty undertaking their ritualistic observances 
(Rossiter, 1992b; Groleau et al., 2006). However, the infant feeding perceptions of these 
Myanmarese mothers may differ from those presently in Myanmar due to the nature of their 
displacement as refugees in neighbouring countries. A recent study in urban and rural Myanmar 
showed that mothers generally advocated formula-feeding and non-exclusive breastfeeding due to 
work and perception of the maternal breast as an object of beauty (Thet et al., 2016). 
In terms of solid food introduction, the choice of first food was also often related to bodily 
concepts. The choice of rice for Karen and Karenni children springs from the common food that 
holds a ‘cultural capital’ to health in the social space of the Thai refugee camps. In the face of 
impoverishment and scarcity, rice was the only food that mothers and families could easily access 
(Bourdieu, 1984). Thus, the narratives show why mothers attached the symbolic value of ‘vitamins’ 
to rice. On the other hand, Chin, Kachin and Vietnamese mothers introduced meaty substances as 
first food since their regions and countries were closer in proximity to China, and thus experienced 
the influence of Chinese cultural beliefs and practices. I suggest that these meaty liquid and solids 
are symbolic of bodily ‘vital health’.  Similarly, Debucquet and Adt (2015, p. 95), in their study on 
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French mothers from the lower social class, reported that infant satiety and nourishment was 
attached to ‘meats and charcuterie-valued foods’ as opposed to vegetables. In addition, since good 
health is connected to bodily strength, Hmong women also introduced the stomach of birds as their 
infant’s first food, since it carries a symbolic value of strength and vitality in their beliefs system 
(Liamputtong, 1999). Thus, by giving bodily-connected foods as first foods to their infants, mothers 
feel that they are being responsible, particularly since breast milk was reducing in quality and 
quantity at this time. While not found in this study, some Vietnamese mothers transitioned their 
infants’ diet according to the hot-and-cold philosophical understanding of food until the child was 
approximately 5 years old (Mathews & Manderson, 1980). This could be viewed as strict cultural 
food observances during the vulnerable phase of the child’s development. 
 
The findings presented in Chapter 8 reveal concepts that are related to maternal-infant ‘oneness’ 
and health, similar to the ‘interconnected and indivisible’ notion demonstrated by Zeitlyn and 
Rowshan (1997) in their study of Bangladeshi women. In any given society, mothering and infant 
feeding is culturally derived and is composed of its own rituals, symbols, beliefs, norms and 
expectations (Liamputtong, 2006). In addition, infant feeding in most societies has the same 
purpose: to cultivate the life of the offspring and seek the health and well-being of infants under 
their care. This section uses Lupton’s concept of infants being ‘precious, pure, uncivilised and 
vulnerable’ to elucidate maternal responsibility in pursuing the health and well-being of their 
infants, despite the constantly changing environment (Lupton, 2014). I argue that the Vietnamese 
and Myanmarese mothers in this study are similar to Thai women in Liamputtong (2009), who 
prioritised the health of their precious infants above all else because children were the hope for the 
future of their own cultural society. Thus, these mothers, by caring for their infants as good and 
responsible mothers, have ‘invested  their children with moral value and cultural and personal 
meaning’ (Abel, Park, Tipene-Leach, Finau & Lennan, 2001). 
The findings reveal that mothers viewed their infants’ bodies to be pure and highly 
vulnerable, in need of continual protection from contaminants. These notions are pivotal, both in the 
traditional conceptualisation of health, and western medical, educational and policy interventions. 
In relation to infant vulnerability, refugee women, who were generally shifting between 
environments that lacked access to natural, financial and medical resources, managed their infant’s 
health by controlling their own (maternal) food intake. According to the logic of the ‘responsibility’ 
discourse (Liamputtong, 2009), I contend that breastfeeding mothers were driven by the belief that 
their diet directly impacts their infant, since their bodies are ‘in unison’ (oneness) through breast 
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milk during the act of breastfeeding. Thus, in the case of these mothers, child survival and 
avoidance of health risks involved the preservation of maternal health through prescribed and 
controlled (organically grown) food consumption. However, established Vietnamese arrivals, 
mainly those who formula-fed their infants, reasoned that vaccine immunisations provide a new 
way of shielding vulnerable infants from harmful ‘invasions’, similar to notions of ‘defending’ and 
‘strengthening’ used by Australian mothers (Lupton, 2011). Nonetheless, both recent and 
established refugee arrivals who continued to breastfeed felt that the antibodies transferred to 
infants from their mothers’ milk are inimitable due to specific maternal-child immune response to 
pathogens. 
Groleau and Sibeko (2012, p. 203) posit that breastfeeding knowledge and practice carry a 
moral tone that ‘is rooted in power relations which also affect the identity of mothers’. In this study, 
I suggest that infant feeding decisions and nurturing among Vietnamese and Myanmarese mothers 
are imbued within moral values, cultural identities of motherhood, and their means of being good 
and responsible mothers in the midst of disconnection from their home environments and familiar 
support networks (Liamputtong, 2009). Since breastfeeding is culturally established as a means of 
transmitting cultural values and health to newborn infants, these mothers felt obliged to follow the 
cultural rules or rituals of their group, to gain what Bourdieu (1984) refers to as ‘symbolic capital’. 
Symbolic capital helped women to establish their identities as ‘good mothers’ who shielded 
themselves, their infants, family and community from threats to their survival (Groleau & Sibeko, 
2012). In terms of familial and communal cultural continuity, mothers familiarised their infants 
with cultural food and flavours through the oneness (sharing of bodily components through breast 
milk) that ritualistic observances permitted. 
While Sudanese (Tyler et al., 2014) and Vietnamese (Groleau et al., 2006) refugees 
struggled to establish breastfeeding upon resettlement due to inaccessibility to cultural resources 
and networks, some mothers in my study retained their identity as responsible mothers by adapting 
their beliefs to the circumstances of their changing environment. Building on from the 
understanding that ‘mothers would do anything to make their infants thrive’ (Liamputtong, 2009, 
p.221), these mothers modified their cultural practices to what was accessible even in their harsh, 
oppressing and prison-like living conditions in the refugee and detention camps. This fits with what 
Abel et al. (2001, p. 1136) contend, ‘culture is historically produced through interaction with 
changing economic, social and political forces, the reasons behind and meanings assigned to 
particular practices can change over time’. Women from Myanmar who lived in the Thai refugee 
camp for a long time integrated Thai cultural practices and ways of thinking into their belief system, 
such as the consumption of plants that contain white sap, which was a symbol connected to milk of 
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excellent quality in Thai culture (Yimyam, 1997; Liamputtong & Naksook, 2001a). This 
demonstrates that cultural knowledge is ‘maintained and expressed not only through explicit 
knowledge or beliefs, but also in practices that depend on a specific configuration of social space’ 
(Groleau et al, 2006, p.524). In addition, I use the notion of embodied habitus to demonstrate 
maternal resilience in negotiating unfamiliar environments in order to responsibly produce and 
provide the ‘best’ breast milk for their infants. Borrowing the concept of ‘changing places, 
changing bodies’ (Vallinatos, 2016, p. 123), I argue that these women altered their daily experience 
of living by altering the management of their bodies through space and time.  
Mothers in my study also believed the health of their child’s bodies was connected with that 
of their own and the ‘energies’ of the surrounding environment, which required a harmonious 
balance to produce good milk (Herzlich, 1973; Chen, 2010; Lupton, 2011). However, this balance 
was difficult to achieve during distressing displacement from their home countries and ill health. 
Thus, grounded with the intent to impart good health and shield their child from health risks, these 
mothers chose to be ‘good mothers’ by adopting alternative feeding methods when their breast milk 
was considered hazardous and sub-optimal. For these mothers, the use of infant formula was a 
means of ensuring that their infants had a dependable, scientifically formulated means of 
nourishment when the mother’s health was sub-optimal (Murphy, 2000). In doing so, mothers 
identified themselves as responsible without running the risk of being blamed for irresponsible 
neglect like Alto mothers in Scheper-Hughes (1987), whose ‘selective neglect’ was provoked by 
emotional responses to impoverishment. 
Reading bodily signs (Olin Lauritzen, 1997) in order to assess infant health and plan the 
timing of food transitions was traditionally also nested in ‘natural and dynamic laws’, which were 
predominantly guided by cosmology and familial experiential knowledge (Chen, 2010). However, 
in Australia, mothers were exposed to western health monitoring, which is governed by scientific 
evidence, age-appropriate guidelines, weight measurements and growth curves. It is understood that 
mothers who raised their infants in the absence of health facilities, for example while fleeing 
through the jungles of Myanmar, relied heavily on the embodied symbiosis or ‘oneness’ to interpret 
the health needs and feeding cues of their infants. However, modern measuring instruments and 
percentile-driven charts may cause confusion among new refugees, who are unfamiliar with new 
ways of understanding health. As the ‘objective’ information provided in growth charts led to 
maternal anxiety and frequenting of clinics in Caucasian populations (Olin Lauritzen & Sachs, 
2001; Mahon-Daly & Andrews, 2002), I argue that the prioritisation of weight gain goals may 
override maternal everyday observations that were ingrained in mutual interactions between mother 
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and infant. This institutional infant growth monitoring may deceive new refugee arrivals into 
thinking that healthcare providers in Australia supported formula-feeding more than breastfeeding. 
As well as the perception surrounding colostrum section 11.2, many Vietnamese arrivals   
preferred formula-feeding since it was believed to result in bigger and healthier infants. As Chinese 
women in Kuswara et al. (2016) reflected, formula-feeding was the infant feeding habitus of their 
parents since they were formula-fed during their infancy in the 1970s and 1980s, when infant 
formula was aggressively marketed in China. Additionally, their ancestors also related excess body 
fat to signs of health and prosperity. While Kuswara and colleagues focussed on a migrant 
population, I argue that refugee women have a different perspective on infant formula because they 
did not possess the economic capital to afford it in Vietnam. These women took pride in their 
economic resources in Australia, and positioned infant formula as a product that holds cultural 
capital of prestige since it was capable of nurturing larger infants. I suggest that their reframing of 
beliefs may stem from the perceived value of rapid infant growth that infant formula manufacturers 
attach to their products, namely the broadcasting of ‘white, chubby, bottle-fed baby’ in 
advertisements to embody western affluence (Dykes & Williams, 1999, p.241). While achieving a 
harmonious relationship with familial elders was vital in Asian cultures (Rossiter, 1992b; 
Liamputtong & Naksook, 2001a; Kuswara et al., 2016), I contend that in contrast to established 
arrivals, newer arrivals lacked the symbolic capital to balance the generational and medicalised 
worldviews, causing them to be liminal when making informed health decisions. Thus, as 
mentioned by Lupton (1996), the infant’s fast growth has become an emblem of maternal success 
and responsibility, while slow weight gain has been associated with maternal failure.  
In addition, whilst breastfeeding mothers were able to intimately sense the health, cues and 
feeding transitions of their infants through their oneness, formula-feeding mothers had to 
experiment with formula brands and the right balance of fluid concentration for infant growth and 
health. Thus, formula-feeding clarifies the boundary between the mother and infant, which 
engenders the already liminal or transitional early days of motherhood with greater uncertainty, 
especially in terms of infant health and well-being.  
Vietnamese and Myanmarese mothers had distinct means of defining the characteristics of 
‘good milk’. Myanmarese mothers associated good milk with the hypothetical aspect of quantity 
(fast flow, heavier and fuller breasts), whereas Vietnamese conceptualisation of nourishing milk 
was driven by perceived quality (fresh, creamy, thick). Groleau et al. (2006), in their study of 
Vietnamese migrants, inferred that the criteria to assess ‘fresh’ quality relates to the stance of ‘vital 
health’, which, according to humoral medical understanding, was a pre-requisite for breast milk 
production. However, mothers who had lived in Australia for extended periods used biomedical 
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observations, such as their child’s resistance to contagious disease, as a means of evaluating the 
superiority of their breast milk. Additionally, while Myanmarese women connected a heavy and full 
breast to good milk quality, ‘heavy’ or ‘full’ breasts in the Bangladeshi perspective carried a 
metaphysical indication that the breast milk had been ‘spoilt’ by evil forces or batash (Zeitlyn & 
Rowshan, 1997). Thus, even women from different Asian communities have unique ways of 
determining beliefs about ‘good’ breast milk. 
 
Chapter 9 demonstrated the significant social and cultural transitions that mothers in this study 
encountered as women from Asian cultures displaced to a western society, irrespective of their 
length of stay in Australia. In this part of the discussion, I borrow the concept of ‘contradiction and 
conflict’ theorised by Schmied et al. (2012) to demonstrate how these mothers negotiated the clash 
between their cultural beliefs and those imposed by western biomedical and societal ideologies. 
While these mothers generally treasured their traditional values surrounding breastfeeding and 
infant feeding, barriers such as the loss of support networks, lack of culturally-appropriate 
healthcare support, entry or return into the paid workforce, and the lack of confidence to breastfeed 
in public led to the use of infant formula. These barriers became evident upon resettlement, since 
forced resettlement is a journey into unknown cultures and barriers (Manderson & Mathews, 
1981a). I use a concept of ‘liminality within liminality within liminality’ to present the multifaceted 
uncertainties that these refugee women endure. This includes the shift from one country and culture 
into another, and uncertainty that coincided with the culturally vulnerable period of pregnancy, 
childbirth, postpartum and nurturing. While Dowling and Pontin (2017) suggest that bodily 
reintegration occurs when lactation terminates, I argue that this is not the case for refugee women, 
who endure social, cultural and emotional uncertainties, irrespective of their feeding decisions, until 
they are able to ‘fit-into’ the new society with a new identity. 
 While it was mentioned in section 11.3, that breastfeeding traditionally afforded a high 
status in community, contact with technology, work and sexualised ideologies impacted how some 
refugee mothers viewed breastfeeding practice in the Australian context. For Vietnamese mothers, 
the choice to formula-feed was predominantly dictated by the pressures and drives of the social 
context in which the women lived, as Pain et al. (2001) suggest: ‘if formula-feeding has been the 
norm among friends and family, women are more likely to change to formula-feeding themselves’ 
(p. 267). Myanmarese mothers on the other hand, despite living in close proximity to family 
members, experienced a reduced duration of breastfeeding in Australia. This was because, unlike 
 173 
 
the close familial and communal ties in the Thai refugee camps, the role of family as a source of 
infant feeding habitus was threatened in their new homeland, since familial elders themselves were 
also undergoing cultural integration. Thus, in order to re-establish themselves and integrate into the 
ideals of the new society, maternal feeding decisions were often dictated by the norms and degree 
of support received from their family and peers, especially during the early days of motherhood 
(Maharaj & Bandyopadhyay, 2013). 
While Vietnamese mothers in Groleau et al., (2006) attributed their inability to breastfeed to 
social and structural limitations, some new and established arrivals in my study maintained their 
breastfeeding capacity by pragmatically recreating new ‘rites of passages’. They achieved their 
identity as ‘good mothers’, who breastfed in the ‘betwixt and between’ of displacement, by 
inventing ways to ‘acquire heat’ based on what was available in their new social space, such as 
utilising microwave technologies and commercial heat-enhancing balms. I argue that their 
determination to breastfeed in the face of structural change reflects an understanding similar to 
Asian women in Whittaker (2000) and Liamputtong (2004), who believed that western 
biomedicine, hospital birthing and a more complacent lifestyle would render them less vulnerable to 
the ill effects of not conforming to all postpartum observances. This line of thought reflects 
‘embodied modernity’, a concept used by Liamputtong (2004) to demonstrate how middle-class 
Thai women in Thailand selectively decide on the ritualistic observances they follow because of 
inconvenience, lack of support and time. Similarly, women who were educated in Australia and 
possessed the cultural capital of English language, integrated biomedical knowledge into the 
traditional conceptualisation of health to justify holding and withholding rituals in a manner that 
promoted the health and well-being of themselves and their infants.  
Mothers in this study viewed the western biomedical sphere, specifically the birthing sphere, 
to be a site of ‘contradiction and conflict’, especially when they found health professionals to be 
ignorant of or insensitive to their postpartum rules. While this contradiction did not have a direct 
impact on breastfeeding establishment in this study, it has been reported to have an impact 
elsewhere (Liamputtong, 2000b; Groleau et al., 2006; Maharaj & Bandyopadhyay, 2013) and 
demonstrates how modernity is reshaping women’s bodies (Liamputtong, 2004). I contend that this 
compromise of traditional knowledge in light of the ‘rules’ of western healthcare systems could 
intensify maternal postpartum vulnerability. This may subsequently lead to the misconception that 
their bodies are ineffective for the task of breastfeeding in the new homeland, and engender feelings 
of guilt and failure when bottle-feeding is used. Mothers in my study also felt that the vulnerability 
of their health and that of their infants was not considered during the scheduling of maternal and 
child health clinic appointments. Some received contradictory advice from healthcare professionals, 
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especially messages that could undermine health-giving aspects of breastfeeding, such as advice to 
wipe their breast before feeds. The impact of such advice to women should be taken seriously, since 
as refugee women who are liminal in the new healthcare space, resisting such advice may make 
them feel as though they are ignorant towards their infants and the authorities of orthodox medicine 
(Mahon-Daly & Andrews, 2002). 
While mothers traditionally optimised their breast milk quality through ritualistic 
observances that were ingrained in the maternal-infant symbiotic relationship, most mothers who 
had lived in Australia for decades determined ‘quality’ through medicalised notions that 
deconstructed breast milk into its nutritional and health benefits. According to Nadesan and Sortirin 
(1998, p. 226), this ‘scientification’ disembodies the process of breastfeeding, positions breast milk 
as a product or ‘object of scientific knowledge’, and instrumentalises breastfeeding as a ‘medium of 
cultural capital through its capacity to increase [child] intelligence’. In this case, I contend that the 
medicalised imperative of ‘breast is best’ may render recent refugee arrivals liminal, since their pre-
resettlement conceptualisation of ‘best’ was based on cultural notions of maternal-infant elemental 
transferability. While established arrivals (who formula-fed), through the possession of symbolic 
capital of education, were considered capable of avoiding the ‘bad mother’ charge, by highlighting 
the cultural capital of child intelligence attached by infant formula manufacturers to their products, 
new arrivals may lack the capacity to counter this intellectual discourse. This may instil feelings of 
guilt and failure if infant formula is used. Thus, although Dykes and Williams (1999, p. 241) 
consider the correlation between maternal food intake and milk quality as a ‘western reductionist 
view’, I argue that care needs to be exercised when articulating this message to the culturally 
traditional audience. This is because breastfeeding women in my study, including more established 
arrivals who initially found their traditional beliefs redundant, eventually viewed traditionally-
communicated ritualistic control as a holistic way of establishing breastfeeding and long term 
maternal health. The re-conceptualisation of this worldview reflects ‘mind-body integration’; an 
approach that has been lost in the fragmented evidence-based medicine (Scheper-Hughes & Lock, 
1987; Davis-Floyd, 1994). These established arrivals, like natural home-birthers in Davis-Floyd 
(1994), portrayed an ability to resist the mechanistic and technological western medical worldview 
by discerning and balancing culturally-promoted aspects that should be controlled (such as food) in 
order to preserve their body’s natural capacity of breast milk production. 
Although established Vietnamese arrivals were receptive to physical support, such as hand-
expression of breast milk by midwives when they struggled to establish breast milk in the hospital 
sphere, newer Vietnamese arrivals portrayed uncertainty and fear, especially in terms of permitting 
healthcare professionals into their personal ‘space’. This aspect of participant experience 
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emphasises the longstanding oppression that mothers endured under the communist regime. I use 
the notion of ‘incompetence, inadequacy, inferiority’ (Thomson, Ebisch‐Burton & Flacking, 2015) 
to demonstrate the ‘emotional wall’ (Lazare, 1987) that some recent Vietnamese refugees  put up 
within social spaces of the Australian hospitals. We see how their past experience with oppression 
caused multiple uncertainties between the ‘proximate event’ (midwives touching of the breast to 
stimulate milk), ‘vulnerable event’ (new mother in a new country) and ‘shifting institutionalisation’ 
(oppression in homelands versus safety in Australia) (Lazare, 1987; Thomson et al., 2015). The 
institutional uncertainties of Myanmarese mothers were focussed on the concept of being ‘in 
between’ cultures, where Karen and Karenni refugees from the Thai refugee camps were attended 
to by health professionals who were knowledgeable of their emotional needs. Thus, the findings of 
this study established how the presence of language interpreters helped overcome the barrier 
between practitioner and patient, since language barriers reinforced feelings of being ‘outside’ and 
‘between’ cultures (Murray et al., 2010; Niner et al., 2013). 
While the ideology of ‘breast is best’ has been heavily promoted in the western context, the 
current structural and ideological ambience of social spaces are far from making breastfeeding a 
favourable practice for women from refugee backgrounds, especially new refugee arrivals. Using 
Lupton’s (2014) concept of ‘precious, pure, uncivilised and vulnerable’ found in the Australian 
media, I argue that western societal ideologies confer the charge of ‘good motherhood’ to those 
who keep their bodies ‘tidy’ and ‘controlled’ to public scrutiny and erotic gazes. This form of 
sexualisation undermines the cultural integrity of women from traditional backgrounds who, in the 
past, breastfed on demand openly in the public, social and work environments (Dettwyler, 1987; 
Gallegos et al., 2015). Women from refugee backgrounds battle public-private dichotomy, since 
breasts were previously considered a maternal nutritive object, but in the west have a sexual 
connotation attached to them. This sexualised ideology contributes to a formula-feeding preference, 
both in general populations and women in diaspora (Stearns, 1999; Groleau et al., 2013; Gallegos et 
al., 2015), since breastfeeding has taken a shift from a natural activity to one that requires corporeal 
and spatial planning.   
However, mothers from Vietnam and Myanmar negotiated this sexualisation differently 
since the former group of arrivals had already been introduced to the western ideologies in 
contemporary Vietnam. Borrowing from the concept ‘matter out of place’ used by Dowling and 
Pontin (2017), I suggest that some Myanmarese mothers framed their understanding of socially 
inappropriate cultural taboos from negative reactions to breastfeeding openly, and found ways to 
make ‘public spaces feel private’ so that they were viewed as ‘good mothers’ (Stearns, 1999). 
However, due to the unfamiliarity of how to conduct themselves, others fell under the weight of 
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western constructions of breastfeeding and thus only breastfed at home, since they thought that 
home is the only ‘right place’ to breastfeed in Australia (Carter, 1995).   
A longer length of stay in Australia and the symbolic capital of education permitted some 
women to integrate breastfeeding into the public domain. These women ‘calculated and negotiated’ 
the exposure of their breasts (Mahon-Daly & Andrews, 2002, p.70), by wearing clothes that 
covered their breasts, and also had self-confidence that enabled them to negotiate the gazes of 
others. This correlates with how middle-class French-Canadian women in Groleau et al. (2013) 
were able to breastfeed by negotiating the sexual and nutritive functions of the breasts better than 
their lower income counterparts. Thus, the mandate given by leaders such as the Pope, empowered 
mothers to breastfeed not only in the confines of the Sistine Chapel, but also in churches and public 
spaces globally (Brodribb, 2015). 
 Besides the sexualised aspects of breastfeeding in public, the aspects of class, culture and 
gender also penetrated the workforce. While the cultural and organisational ‘oneness’ 
(commonalities) in the social space of Thai refugee camps permitted the mother and child to be 
together for breastfeeding, even during work, this was not the case for jobs that women from 
refugee backgrounds occupied in the Australian context. In the case of this study and that of 
Schmied, & Lupton (2001), the ‘autonomy and control’ required to work in a space and position 
that supports breastfeeding is restricted to mothers who have completed their secondary or tertiary 
education. While the above mentioned group of mothers were able to work in places that permitted 
extended unpaid leave and provided facilities that encouraged breast milk expression, the jobs held 
by recent arrivals expected them to have bodily autonomy, and thus led to the use of infant formula. 
I use the concept of masculinity to demonstrate that the jobs that were available to newer refugees 
fitted the ‘masculine ethos of workplaces and work practices’, which supported the idea that good 
mothers who breastfeed were those who stayed at home (Pain et al., 2001, p. 270). Thus, this 
demonstrates how public-private contradiction forced new refugee women to remain in a phase of 
‘betwixt and between’ for the sake of breastfeeding (Dowling & Pontin, 2017), despite desiring to 
contribute to their familial finances and life in Australia. 
 
Becoming a mother has been described in literature as a consummation of womanliness, and her 
provision of nutrition is said to ‘epitomise’ motherhood (Bottorf, 1990). The findings presented in 
Chapter 10 corroborate this notion, where most Vietnamese and Myanmarese mothers idealised 
breastfeeding to the embodied notions of maternal-infant bonding. Similar aspects of maternal-
infant connection through breastfeeding have also been mirrored in research conducted in 
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industrialised (Dykes & Williams, 1999; Schmied & Barclay, 1999; Schmied & Lupton, 2001; 
Dykes, 2005) and traditional societies (Dettwyler, 1988; Zeitlyn & Rowshan, 1997; Mabilia, 2005; 
Liamputtong & Kitisriworapan, 2011; Van Esterik & O'Connor, 2017). 
According to Dykes (2005, p.2287), breastfeeding in traditional societies is ‘entirely 
relationally orientated with absence of any dichotomy between the baby’s nutritional and emotional 
needs’. In the case of my study, Kachin mothers in particular defined the nutritional benefits of 
breast milk with a wider set of attributes than those frequently described in biomedicine. For 
example, immunity, which medically means ‘natural or acquired resistance to diseases’ also held a 
shared meaning of ‘power of resistance’, symbolising that breastfeeding also imparts ‘physical, 
mental and moral strength’ to a child (Hoffmann et al., 2009, p. 325). Like Thai women who 
viewed breast milk as blood from the mother’s breast (Liamputtong & Naksook, 2001a), 
Myanmarese mothers viewed the maternal-child connection established through breastfeeding as 
one associated with body and blood connections, a platform that augmented their identity as 
nurturers. During the process of breastfeeding, mothers are believed to transmit aspects of their own 
personality to the child. This requires caution with practices such as wet-nursing, as the emotions 
and physical health of wet-nurses may impact the long-term health and well-being of the child. In 
addition, this bodily connection also underlies an understanding that breast milk has the same 
potential as blood to transmit disease because, as a component of the body, breast milk shares 
similar components to blood. Maternal ways of protecting the health of their infants by the 
provision of ‘good milk’ were previously discussed in section 11.3.  
The act of breastfeeding also had an impact on the conjugal relationship they shared with 
their husbands, since breastfeeding required total devotion to the infant during the first few weeks. 
In many cultures, mothers are prohibited from engaging in sexual intercourse during the 
confinement period to promote maternal recovery and breast milk production (Rossiter, 1992b; 
Liamputtong & Naksook, 2001a; Orisaremi, 2013; Gallegos et al., 2015). While this study did not 
establish the mechanism of how engaging in sexual intercourse during confinement dried up breast 
milk, Tarok mothers in Western Nigeria believed that the ‘mingling’ of semen into breast milk 
rendered it unhealthy for infants (Orisaremi, 2013). In the African study, abstinence from sexual 
intercourse frequently resulted in men having sex with other women, eventually leading to marital 
separation. To prevent this, some mothers in my study submitted to their husband’s requests and 
compromised on their cultural beliefs. While the intent of being a ‘good wife’ led to feelings of 
failure, guilt and regret as a mother, especially when their health and breastfeeding failed, modern 
Tarok women held a different perspective. Through modernity, exposure to Christianity and 
western education and lifestyle, these Tarok women rejected their customary sexual abstinence with 
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the justification that exclusive breastfeeding was not a norm in their community after all. With 
regard to the conflict between the sexual and nurturing roles among some Vietnamese mothers that 
led to marital separation, I use the Catholic perspective that demonstrates that each means of giving 
(sexual intercourse or breastfeeding) should not detract mothers from their vocation to their 
husbands and infants (Kippley, 2005). Additionally, long-term breastfeeding necessitates a ‘good 
husband’ who appreciates his wife’s nurturing roles.  
The closeness, proximity and oneness shared between mother and infant was a prerequisite 
for a successful breastfeeding experience (Lupton, 2013). The linguistic expression for 
breastfeeding that translates into ‘mother’s milk’ emphasises the ‘product-process’ relationship 
rather than the segregated nutritional or mechanistic aspects of nurturing (Hashimoto & McCourt, 
2009). This product-process ‘oneness’ was predominantly reflected in narratives of Myanmarese 
mothers who successfully breastfed their infants, in both their homeland and also upon resettlement 
in Australia. I contend that mothers who breastfed successfully demonstrated a strong sense of 
‘bodily reflections’, acquired from their own experience of breastfeeding as an infant and child, 
observation of breastfeeding within the community, and the process of getting to know their infants 
so that they could work together  (Hashimoto & McCourt, 2009). These mothers also mastered 
‘bodily communication’ with their infants: namely the forging of a harmonious couple-like 
connection that functioned in a natural flexible rhythm in their environment. Similarly, Japanese 
mothers in Hashimoto and McCourt (2009) believed that best health (or breastfeeding success) was 
achieved by living as a part of nature. However, the oneness/interconnectedness/interdependency 
was not automatically acquired upon childbirth, and mothers and infants juggled a ‘betwixt and 
between’ two bodies initially (Schmied & Lupton, 2001). Thus, using the notion of persistence by 
Bottorf (1990), I contend that breastfeeding, especially in the challenging resettlement arena, 
depended on maternal devotion and risk-taking in circumstances they did not fully know or could 
control.   
Breastfeeding to these mothers was a deeply sensual enterprise, especially through the 
infant’s at-breast suckling. This experience was also viewed as a source of empowerment, chiefly 
from being able to partake in the infant’s positive growth (Lupton, 2013). Similarly, some mothers 
in Schmied and Lupton (2001, p. 244) also found breastfeeding to be an ‘emotionally charged 
experience’. In terms of breast milk being viewed as a gift from God by Christian/ Catholic 
perspectives in this study, breastfeeding is thought to only be accomplished through an act of will, 
through blurring the sentiments of selfhood and otherness to provide love, warmth and sustenance 
for another body (Wojtyla, 1981; Bottorf, 1990; Kippley, 2005; Paul II, 2006). However, the 
philosophy of oneness was often reflected as a ‘love’ and ‘hate’ relationship in the western and 
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modernised context of autonomy and control, which predisposes little tolerance for ambiguity 
between self and other (Lupton, 2000). Many new and established Vietnamese arrivals, in search of 
work and bodily identity, viewed bottle-feeding (breast milk or infant formula) as a means of 
regaining control or autonomy over their bodies, time and space (Schmied & Lupton, 2001; Mahon-
Daly & Andrews, 2002). Contrary to breastfeeding mothers, they viewed bottle-feeding methods as 
means of civilising or training their infants to be independent and make fewer demands on them. 
While maternal-child proximity and oneness was vital for successful breastfeeding, some 
mothers found the transition to weaning to be a physical and emotional tug-of-war when it was not 
timely. Although mothers acknowledged that breast milk was no longer a necessity for growth, the 
dyad showed rhythms of hesitation, prolonging from the weaning process (Bottorf, 1990). 
Australian mothers in Hauck and Irurita (2002) felt the same, and tried to balance their experience 
by making the weaning transition a mutual process for both mother and child. This transition from 
oneness to separateness was a means of acquiring their pre-pregnancy bodies again, and to move to 
the next stage of mothering (Hauck & Irurita, 2002). However, women in my study contend that 
pre-pregnancy normalcy may not be acquired, even as the child increasingly reaches out for other 
foods since motherhood is a constant process of thinking and worrying about the child’s health and 
well-being until the child reaches full independency in adulthood. Similarly, Bergum (1986) 
suggested that the mother’s attentive love and support for her child was on-going and lasting. This 
made weaning a difficult task for many mothers in my study.  
Aside from the issues of sexuality and breastfeeding in public, the shift to Australia also 
threatened the natural inclination to breastfeed. Often, this was provoked by uncertainties caused by 
dichotomy of breasts being seen as symbol of maternal devotion, morality, and nourishment versus 
notions of sexual immorality (Nadesan & Sotirin, 1998). In the case of Myanmarese mothers in my 
study, covering their breasts while breastfeeding in public interfered with the harmonious intimacy 
they once shared with their infants at the breast. In addition, the consciousness of leaking breasts 
reflected how immersion in the western context changed the view of the maternal body from one 
that was ‘voluntary and natural’ to one that was a ‘matter out of space’ (Mahon-Daly & Andrews, 
2002; Dowling & Pontin, 2017).  
The image of leaking breasts also contributed to distorted views of the priceless nutritious 
fluid, now positioned as a spill or ‘liminal fluid’ in the western public spheres (Mahon-Daly & 
Andrews, 2002). The marginalisation of the feminine body in Australia was driven by the western 
ideal of masculine, contained, autonomous and civilised bodies (Davis-Floyd, 1994; Schmied & 
Lupton, 2001; Lupton & Schmied, 2013). This, often, made refugee mothers feel uncertain (mainly 
due to shame) about opting for formula-feeding or confining themselves within their homes. Here, I 
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borrow the concept of ‘shame, secrecy, silence’ negotiations from a study on sexual embodiment 
(Ussher, Perz, Metusela, Hawkey, Morrow, Narchal & Estoesta, 2017) to argue how new refugees 
in particular struggled to negotiate the expectations of their bodies in the face of westernisation. I 
contend that western ideologies which characterise the female body as ‘uncontrollable’ weaken the 
capacity of refugee women to negotiate the ‘contradiction and conflict’ posed by the western 
environment (Schmied et al., 2012). This forces mothers to live a hidden life of ‘silence and 
secrecy’ within the boundary of their homes, and consequently loose the opportunity to integrate 
into a normal life in Australia. However, those who possessed symbolic capital or had lived in 
Australia for years were able to negotiate the public environment with confidence.  
Despite being the vital means to child survival, breastfeeding in the western world is 
inhibited with issues of ‘insufficient milk supply’ syndrome (Zeitlyn & Rowshan, 1997; Dykes, 
2005; Liamputtong & Kitisriworapan, 2011). While findings of my study and several others 
attributed milk insufficiency to the absence of support systems for ritualistic ‘rites of passage’ in 
refugee women (Liamputtong, 2000a; Groleau et al., 2006; Schmied et al., 2012; Tyler et al., 2014), 
this study determined why the ‘syndrome’ was more prevalent among Vietnamese mothers. The 
narratives of Vietnamese mothers were rich with mechanistic language that led to the 
conceptualisation of their bodies as machines that were prone to unpredictability, limitations and 
failure (Davis-Floyd, 1994; Dykes & Williams, 1999; Hashimoto & McCourt, 2009). Using the 
concept of ‘scientific motherhood’ (Pain et al., 2001), I contend that their (Vietnamese) encounters 
with biomedical and scientific knowledge from healthcare professionals and infant formula 
manufacturers pre- and post-resettlement undermined their confidence in trusting their bodies’ role 
of optimal breast milk production. This subsequently made infant formula a suitable solution to the 
modern world’s problematic nature of female physiology (Zeitlyn & Rowshan, 1997). Additionally, 
the non-existence of insufficient milk ‘complaints’ among Myanmarese mothers, who viewed their 
bodies as being in constant natural symbiosis with their infants, matched what Van Esterik and 
O’Connor (2017) assert when breastfeeding is presented as a holistic process, there are no 
preoccupations with the syndrome. However, caution should be exercised when generalising the 
product-process fragmentation to a purely western phenomenon. This is because some mothers 
from traditional societies, such as older women in Dettwyler (1987), connected their low milk 
supply to the belief that their milk, a product from a fixed amount of blood, dried up after 
breastfeeding many children.  
The anxiety expressed from the inability to quantify and visualise breast milk, also described 
in Dykes and Williams (1999) and Marshall, Godfrey and Renfrew (2007), was rooted in the 
influence of non-body technological cultures such as infant formula and bottles. These technologies 
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permit a sense of security by enabling mothers to measure their child’s consumption, a notion of 
‘seeing is believing’ (Dykes & Williams, 1999). Since this anxiety was demonstrated by a 
Vietnamese mother who had lived in Australia for decades, I suggest that this notion sprung from a 
‘technocratic mind’ that was based on evidence (Davis-Floyd, 1994). To correct this western-
induced uncertainty, healthcare professionals incorporated ‘emotional elements’ into support 
services and interactions to reinforce maternal self-confidence (Marshall, Godfrey & Renfrew, 
2007). As Nettleton (1995) refers to breastfeeding and mothering as an ‘emotional labour’, I 
contend that healthcare advice should incorporate all three aspects of practical, technical and 
emotional information, since tendency towards collecting visual evidence of milk supply 
undermines maternal derivation of knowledge from their bodies. Although I discussed the pitfalls of 
measurements of infant growth in Section 11.3, healthcare guidance to count wet diapers and track 
infant weight to determine if they are sufficiently fed are ways of ‘making the invisible visible’, and 
reduce maternal visual consciousness (Marshall et al., 2007).  
 
While several studies both in Australia and globally have accessed the motherhood and infant 
feeding experiences of women from migrant and refugee backgrounds, the incorporation of drawing 
as a method of inquiry in my study contributes to a new and holistic understanding of the aspects of 
nurturing for these mothers. As I have argued in previous work (Joseph et al., 2017), the use of 
innovative drawing methodologies such as accessing the artistic expression of mothers, unlocked 
the hidden and unknown aspects of refugee feeding experiences that have been generally obscured 
by shame, secrecy and silence (Ussher et al., 2017). This aspect of experiences that were bravely 
exemplified with colours was also a means of empowerment, healing and liberation.  
 Although infant feeding has been frequently reported as a fragmented feeding experience 
(Van Esterik & O'Connor, 2017), participant drawing helped to unravel the holistic nature of their 
nurturing experience as one where dichotomies between nutritional and emotional needs were 
blurred (Dykes, 2005). Since the holistic nature of nurturing was illustrated in Myanmarese visual 
experiences (see Figure 10.3, page 151), this indicated how the wave of modernisation and western 
ideologies contributed to fragmented ways of thinking among new and established Vietnamese 
arrivals (Thao’s drawing of expressed breast milk bottle Figure 10.7, page 155).  
 Additionally, the gathering of life experiences also anchored the commonplace line that ‘a 
picture paints a thousand words’. Similarly, the data derived from simple artworks were rich and 
dense; a dimension of explanation that I contend is inaccessible through sheer the words gathered 
from the interview alone. For example, the simple traced image of a mother’s cupped hands (Figure 
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10.6a, page 154) demonstrates the simplicity of breast milk and breastfeeding; the notion of breast 
milk as pure and natural; the role of the maternal body in filtering harmful substances from breast 
milk; the embodied notion of proximity, warmth and nurturing; and also signified connecting the 
ambience at the breast with the secure ambience of the mother’s womb. Additionally, drawing also 
helped to uncover the multifaceted and universal identities of mothers as shelterers/protectors (tree 
in Figure 7.2, page 92; arched hands in Figure 10.6b, page 154), nurtures/observers (walking in a 
garden of flowers in Figure 8.7, page 120 and nurturing as watering plants in (Benza & 
Liamputtong, 2017) and multi-taskers (body with multiple hands) in (Benza & Liamputtong, 2017). 
Other studies have also been used to explore the perception of infant feeding among children 
(Angell et al., 2011) and women with HIV in Thailand (Suwankhong & Liamputtong, 2017).   
 
Although the adoption of a qualitative approach in this study means that the findings are not 
empirically generalisable, they provide a platform to compare the similarities and differences found 
in other research involving refugee or migrant women in industrialised nations. In this sense, these 
findings support applicability in other contexts. The use of phenomenological research methods of 
inquiry helped in understanding the perspective of mothers in a deeper way as it stimulated 
reflections of the meaning of their infant feeding experience in a personal manner. Additionally, the 
findings of this study answer the pre-existing call for research to examine differences in 
breastfeeding practices among refugee women who were new arrivals and those who had lived in 
the host country for many years (Schmied et al., 2012). This study, through analysis guided by the 
theory of liminality, elucidated the state of spatial vulnerability of mothers who were new arrivals 
to Australia, and also demonstrated how those who were well established in Australia possessed 
symbolic capital to negotiate western society. This power distinction among both arrivals is vital to 
improving practice and policy in the sphere of infant feeding in Australia, and is thus a stepping 
stone to improving health and cultural disparities among women from refugee and migrant 
backgrounds. Additionally, this study provides a meaningful understanding to how maternal infant 
feeding habitus were conditioned and shaped by different countries and the social spaces that 
mothers occupied prior to arrival in Australia.  
 This study also has its limitations. First, since infant feeding is viewed as a holistic and 
embodied process, this study did not establish the food, cultural and embodied perceptions of 
mothers during their pregnancies. This would have been useful in understanding the perspectives of 
women from multicultural backgrounds in comparison to what had already established in the 
Anglo-Celtic population in Australia (Schmied & Barclay, 1999; Schmied & Lupton, 2001; Lupton 
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& Schmied, 2013; Lupton, 2014). Additionally, the incorporation of Myanmarese mothers from 
four different ethnic groups made the discussion on ethnic Myamarese beliefs more generalised. 
Additionally, the study may not have reached the desired data saturation from the ethnical lens due 
to the time and financial constraints of this doctoral study. It should also be noted that each ethnic 
groups of Myanmar are further diversified into sub-ethnic classes, aspects of which were not 
covered in this study. However, the incorporation of mothers from Vietnam and Myanmar provides 
a meaningful point of consideration to infant feeding beliefs, practices and experiences of refugee 
women from two countries in the Southeast Asian region. Additionally, the infant feeding 
experiences of Myanmarese ethnic minorities in western countries have yet to be established, and 
the experiences of Vietnamese mothers (both new and established) in Brisbane are a new 
contribution to Australian literature, since infant feeding literature on Vietnamese mothers in 
Australia dates back to more than three decades ago (Mathews & Manderson, 1980; Rossiter, 
1992b) prior to this study. Furthermore, as most mothers in this study came from Southern 
Vietnam, it should be noted that cultures may differ among those from the Northern and Southern 
regions.  
 
This chapter demonstrates that the act of infant feeding among women in this study was not just a 
matter of meeting the nutritional needs of their infants, but was also ingrained in social, cultural, 
emotional and sexual meanings for their significant others and those who shared in their socio-
cultural milieu. Breastfeeding is an embodied process which, besides nutritional and emotional 
benefits, also contributes to elements of maternal identity and heritage. Since good maternal health 
is a pre-requisite for the establishment of ‘good breast milk’ and childbirth culturally renders the 
mothers in a state of vulnerability, mothers were traditionally called to follow customary 
behavioural and dietary confinement rituals that helped her regain ‘good/vital health’. In some 
cultures, the maternal body is seen as polluted after childbirth. Thus, ritualistic observances were 
also focussed on eliminating impurities from the mother so that the breast milk was pure and risk-
free for the infant. Additionally, mothers formed a unique bond of ‘oneness’ with the infant during 
the period of confinement after the separation of childbirth.  
The ‘oneness’, based on the concept of embodiment and inter-embodiment, enabled mothers 
to closely and intuitively monitor the health of their infants, so that the best appropriate food could 
be administered according to specific phases of growth (Lupton, 2013). While this oneness was 
possible in the public, work and institutionalised spheres of their homelands and Thai refugee 
camps (Karen and Karenni mothers), the journey to and integration into Australia adversely 
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affected maternal-child harmony. The medicalisation of infant feeding, western societal bodily and 
work ideologies (which acknowledge the ‘male, autonomous, contained and civilised self’) 
denigrated aspects of maternal emotional, social and physical self, thus rendering breastfeeding as 
something they are incapable of. The holistic discourse of infant feeding, according to Britton 
(1998), was founded on encouraging women to have faith in their capacity as mothers by listening 
to their bodies and intuition. This was to counter the global wave of medicalisation of childbirth and 
infant feeding that took place in the 1950s. However, mothers who had lived in Australia for an 
extended period of time tended to view breastfeeding as a fragmented ‘mechanistic, dualistic and 
reductionist’ enterprise (Dykes, 2005, p. 2285). This fragmentation rendered mothers liminal in a 
way that they struggled to make sense of their infant’s health, while simultaneously also negotiating 
(through ‘rites of passage’) the cultural expectations of their families, health professionals, job 
scope and new society.   
The results and discussion focused on four aspects of liminality that mothers in this study 
endured in relation to their motherhood, resettlement and integration into Australia: (1) Maternal 
and infant bodily liminality arising from childbirth; (2) The consideration of breast milk as a liminal 
fluid both in traditional and western terms; (3) Liminality of negotiating a new environment as 
women from refugee backgrounds – namely belonging neither to the society they left behind nor the 
society they have entered into; (4) The maternal-child relational ‘oneness’ and the management of 
‘space and time’ since the child is considered vulnerable and in need of intimate care and 
responsibility. Figure 11.1 illustrates the liminality and harmonies (embodied experiences) that 
these mothers endured as women from traditional cultural backgrounds.  
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Figure 11.1: Liminality and embodied experiences of infant feeding in diaspora   
The findings of this study also demonstrated how the possession and acquiring of symbolic 
capital helped mothers to continue breastfeeding and shield their infants from health risks during 
the entire journey of resettlement. As this chapter discussed the findings of this study in relation to 
theories and relevant literature, Chapter 12 provides a brief conclusion of this study processes and 
delineates the implications for healthcare practice and policies, education and future research.   
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CHAPTER 12  
Conclusions and Implications 
 
 
This study investigated the infant feeding experiences of Vietnamese and Myanmarese women from 
refugee backgrounds in Brisbane, Australia. The use of innovative qualitative methods of inquiry 
established a methodological synergy to generate rich and purposeful data, which gave voice to the 
journeys, encounters and experiences of these women. The findings of this study show that 
nurturing an infant to optimal growth and well-being is not solely imbued in socio-cultural 
expectations, but are also governed by a harmonious physical (bodily), emotional and spiritual 
oneness between the mother, infant and surrounding environment (Chen, 2010). The latter arises 
from the embodied understanding of growth, and the cultural belief that the production of ‘good’ 
milk is related to the health and strength of the maternal body. A disruption to this harmony, caused 
by medicalisation, scientification and shifting work and sexual ideologies, affected the 
establishment of breastfeeding during and upon resettlement in Australia (Zeitlyn & Rowshan, 
1997; Dykes, 2005; Groleau et al., 2006; Gallegos et al., 2015).  
The unpredictability associated with shifting between countries, the disruption in familial 
and support networks and interactions with an unfamiliar healthcare system and spatial rules made 
integration into the new country difficult (Rossiter, 1992b). Often, this contributed to the use of 
infant formula to ensure that the child was being sufficiently fed with ‘controlled’ substances when, 
as women from refugee backgrounds, their external environments were ‘uncontrolled’ (Spiro, 
2007).  
The concept of embodiment and inter-embodiment resonated through the results chapters 
(Chapters 7 – 10). Although Lupton (2014) asserts that the infant’s body is viewed as precious, 
vulnerable, fragile, malleable and pure in the contemporary Australian world, women from 
traditional societies also share similar perceptions. We saw how the maternal-infant connection and 
interdependency was formed through postpartum observances; how mutuality guided mothers to 
know that their child was healthy; and how the interconnectedness was disrupted by the male 
dominated view (autonomous, masculine, contained, convenient, technical, independent) of the 
western world (Davis-Floyd, 1994; Schmied & Lupton, 2001). The masculine ideologies that 
frequently led to the use of infant formula were embedded in the western healthcare system, 
workplaces, marketing plans of infant food manufacturers, individualistic social networks, and the 
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societal worldview that visualises maternal breasts and body as erotic (Pain et al., 2001). This often 
denigrated the traditional and primary role of mothers as nurturers of their infants. However, the 
possession of sources of power such as symbolic capital enabled some mothers to gather some 
degree of control and autonomy over the western environment and continue breastfeeding.  
The incorporation of a different spectrum of arrivals in the participants of the study 
demonstrated how conditioning into different environments drove maternal infant feeding 
decisions. The controlled and scrutinised living conditions in onshore detention centres, enclosure 
and poverty in Thai refugee camps, and the freedom but contradicting societal and institutionalised 
setting in transit countries and Australia affected the perceptions and experiences of infant feeding. 
This study also provided insights into the liminality of recent refugee arrivals who were ‘betwixt 
and between’ two cultures and were yet to be integrated into the norms and expectations of the 
Australian society (Turner, 2009; Katsiaficas & Suárez-Orozco, 2013). Conversely, those who had 
lived in Australia for a longer period of time portrayed a capacity to negotiate and balance the 
competing demands of the traditional and western cultural intersection, which could be valuable for 
practice, policy and educational attention, especially for recent arrivals.   
 
The findings of this study have implications for healthcare practice and education, and help 
establish directions for policy planning and future research. These implications are also likely to 
have some applicability in similar industrialised communities where capitalism, modernity and 
biomedicine are driving forces.  
 Implications for healthcare practice 
As the Australian population is increasing in cultural diversity, it will be valuable for healthcare 
activities, advice, and settings in Australia to be aware of the perceptions surrounding illness, 
childbirth, childrearing and infant feeding in specific cultural groups. This is because mothers from 
refugee backgrounds often feel alienated with the cultural insensitivities of healthcare professionals 
within the western birthing sphere itself (Liamputtong, 2000b; Murray et al., 2010; Niner et al., 
2013). Thus, in the hospital sphere for example, healthcare professionals should be attentive to the 
diversity of cultural beliefs, and permit and encourage mothers to follow their cultural beliefs as 
long that it is congruous with the health and well-being of infants. In this way, an environment (or 
space) of healthcare practitioners and workers that are sensitive to the many cultural beliefs is 
fostered.  
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 Additionally, in terms of maternal bodily weakness and the importance of post-birth bodily 
replenishment for the establishment of breastfeeding, healthcare professionals within the birthing 
sphere and post-birth midwifery care should be aware of the implications of the traditional-cultural 
health worldview. By being aware of the differences, midwives can move beyond their role of 
encouraging mothers to breastfeed, and begin to appreciate the traditional worldview that prioritises 
interdependence between the body and breastfeeding. The appreciation of traditional worldviews 
will also enable healthcare professionals to responsibly access the knowledge and preferences of the 
mothers, and creatively balance their recommendations with culturally relevant ideas that would 
make mothers feel that they are supported. For example, a mother in this study, who was sponged 
by nursing staff instead of walking to the bathroom to have a shower, demonstrates how the medical 
worldview of hygiene balanced the cultural behavioural rule of minimising bodily movements and 
contact with cold in the immediate postpartum period.  
The findings of this study also demonstrate that mothers were more appreciative of practical 
and emotional knowledge and advice rather than technical advice alone. Thus, it will be important 
to access the emotional aspect of motherhood in order to encourage mothers to continue 
breastfeeding despite the stressors and uncertainties of resettlement, such as disconnection from 
family members. In addition, the availability of services from bicultural health workers and 
language interpreters during all facets of the birthing and postpartum journey could help in blurring 
the practitioner-patient barriers. These barriers have often been problematic, especially in making 
support services known and accessible to mothers who are culturally unassertive (Rossiter, 1998; 
Hoang et al., 2009).   
Weighing practices and its surrounding discourse, such as how weight measurements are 
interpreted and discussed by healthcare professionals, should also be reviewed since this has been 
reported as the main cause of doubt surrounding milk supply and reason for premature infant 
formula and solid food introduction (Olin Lauritzen & Sachs, 2001; Sachs et al., 2006). As 
suggested by Marshall et al., (2007), it was safe for mothers to know their infants’ weight but the 
emphasis put on weight through the growth charts led to maternal anxiety. For example, the use of 
language such as the child being ‘on the line’, ‘off limit’ or ‘he has grown a lot since you were here 
last’ (Olin Lauritzen and Sachs, 2001, p. 503-504) could elevate the uncertainties that any mother 
goes through in nurturing a healthy infant.  
 Implications in education 
This section focuses on healthcare education for mothers, healthcare professionals and community-
based interventions. The findings of this study that distinguish the Vietnamese’s ‘mechanical’ and 
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Myanmarese’s ‘symbiotic’ conceptualisation of body in relation to breastfeeding (see Chapter 
10.4.3, page 161) demonstrates how perceptions of bodies have been changed by exposure to 
medicalisation and technology. The product-orientated medical model of ‘breast is best’ is said to 
carry a techno-medical tone (Davis-Floyd, 1994) that often leads to breastfeeding failure (Dykes, 
2002). In response to this, health education programmes should balance the health messages (from 
international and national infant feeding guidelines) and provide culturally-specific breastfeeding 
promotional material that focuses on the nutritional value of breast milk, with notions of relationally 
and breastfeeding. The relational embodied or ‘maternalistic model’ focuses on the maternal-infant 
bond, interdependence reciprocity, pain, pleasure, sensuality and mutuality (Dykes, 2005; Groleau 
& Sibeko, 2012). However, a proper balance needs to be exercised when implementing the 
maternalistic model to avoid the reduction of breastfeeding to a heavily moralised performance that 
could instil feelings of guilt and failure when not practiced (Groleau & Sibeko, 2012).   
When attending to mothers, it would be beneficial if healthcare advice is crafted in a way 
that integrates traditional beliefs into those of western biomedicine. Since mothers in this study 
believed that the quality and quantity of breast milk changes according to the state of harmony 
within the maternal body, breastfeeding promotional messages could emphasise the unique changes 
of breast milk according to space and time. Concern about infant dehydration was the main reason 
for water supplementation in this study (see Chapter 8.3.2, page 122). Similarly, water 
supplementation is thought to be vital in tropical climates such as Thailand (Liamputtong & 
Naksook, 2001b) and Myanmar (Thet et al., 2016). Thus, education could focus on the dynamic and 
changing nature of breast milk to best suit the infant’s needs. By doing this, ‘expert’ opinion is 
channelled in ‘layman’ terms and avoids contradiction.  
Additionally, the shift from a collective lifestyle where postpartum beliefs are imbued 
within familial circles to an individualistic paradigm, calls for health education and support that is 
culturally and community-based. Firstly, since infant feeding imparts a value to other family 
members and they have a strong opinion on the ways in which infants should be fed, dominant 
members of extended families should also be encouraged to attend antenatal and health educational 
programmes. It is also recommended that healthcare professionals could train more senior women 
from community cultural groups, especially those who are well aware of the postpartum rituals, to 
offer emotional and domestic forms of lay support to new mothers. I suggest that deriving cultural 
knowledge from studies such as this one may help develop valuable client educational programmes 
for Vietnamese and Myanmarese mothers. Furthermore, lay support and education will also be 
useful in disseminating information about the ideal time and means of solid food introduction and 
food transitions. This is because senior community members have the experiential knowledge in  
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previously feeding their children in the western context and could communicate their experiences of 
cultural adaptation.  
While the integration of traditional and western medical worldviews is important in the 
dimension of client education, I suggest that healthcare and nursing educators and students should 
also be educated on traditional health beliefs, since they are the front-line practitioners who attend 
to mothers. It would be valuable if basic and advanced medical and nursing modules recognise and 
include the diversity of health beliefs into their curricula. Since Asian health beliefs are deeply 
ingrained in Chinese traditional medicine (Chen, 2010) and Ayurvedic medicine (Valliantos, 2016), 
educational programs of health professionals should explicitly include the philosophical 
underpinnings of cultural beliefs surrounding pregnancy, childbirth and infant feeding. This would 
enable healthcare professionals to be informed of cross-cultural beliefs as they begin to negotiate 
effective care relationships with clients from culturally diverse backgrounds in various clinical 
settings. I believe this would bridge the traditional-western health knowledge gap, especially when 
healthcare professionals are unfamiliar with holistic worldviews.     
While most Vietnamese mothers in this study were from the Catholic faith, religious marital 
education would be a means of balancing the roles of these women as mother and wife. It is 
suggested that aspects of the maternal role in nurturing should be included in the modules so fathers 
are well informed of the new and dual roles that mothers undertake upon childbirth.    
 Implications for health policy  
Mothers in this study remained in a transitional or liminal state when adapting to their new 
homeland. The uncertainties and unfamiliarity with the socio-spatial environment such as their 
institutionalised working environment, absence of social support and contact with the sexualised 
ideologies of the maternal breasts often led to the use of infant formula. Thus, since breastfeeding is 
an embodied experience to specific social spaces, ‘any attempt to change breastfeeding practices 
will be difficult without some culturally significant change to their social space’ (Groleau et al., 
2006, p. 524). Groleau and colleagues in another paper contended that social spaces need to be 
transformed in a way that portrays breastfeeding as a normal and morally acceptable behaviour, 
while providing mothers with better access to sources of power to negotiate the change (Groleau & 
Sibeko, 2012). In light of this, policies attempting to increase the frequency and duration of 
breastfeeding should operate at various levels, including the institutional (hospital, detention 
centres, work places) and communal (general public spaces) spheres of influence.  
The promotion of breastfeeding as the ‘best’ infant feeding method to women from refugee 
background may be a form of ‘symbolic violence’ (Bourdieu, 1984; Groleau et al., 2013) since 
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these group of women often feel stigmatised while breastfeeding in the western social spaces 
(Gallegos et al., 2015). This generally occurs because of the contrasting ideologies of the maternal 
breast in the traditional and modern contexts (nutritive versus sexualised) and perceptions of their 
self as ‘other’ in the Anglo-western society. Hence, mothers may refer to the infant feeding message 
as one that does not ‘fit’ with their current situation. In response to this problem, the social contexts 
of western societies need to be accessed in order to derive special breastfeeding promotional 
programmes that could address the special needs of new refugee arrivals, who lack the power to 
negotiate the barriers to breastfeeding in public social spaces.  The findings of this study show that 
lower levels of education and length of stay in Australia meant that some new arrivals struggling 
with the boundary between the public and private. Thus, the findings of this study support the 
urgent need to reintroduce the nutritional role of the feminine breasts into the media and social and 
public places. While some women in this study felt empowered by the breastfeeding signs in public 
transportation, I suggest that in order to introduce the normality of breastfeeding in public for 
refugee women, images of Asian women from all backgrounds should be introduced in print and 
visual media as a source of empowerment.  
Also, while the supply of infant formula in the detention camp had an impact on the infant 
feeding perceptions of some mothers and led to formula-feeding, there is a greater cause of concern 
as detention and emergency camps globally have been reported to be the dumping ground of 
expired infant formula (Theurich & Grote, 2017). Thus, there is a need for onshore detention camps 
to be stringent and ensure that children in detention are fed according to the 'Joint Statement on 
Infant Feeding Support for Individuals Who Have Sought Asylum in Australia' (Australian 
Breastfeeding Association, Australian Collage of Children & Young People's Nurses, Australian 
Collage of Midwives, CAFHNA NSW , International Lactation Consultant Association, Lactation 
Consultants of Australia and New Zealand, Maternal Child & Family HEalth Nurses Australia & 
Public Health Association Australia 2015). Furthermore, if safe and approved infant formula is 
provided, mothers should be informed of the age ranges that infant formula is recommended for in 
Australia, since women from refugee backgrounds, due to distress and lower level of educations, 
could easily misinterpret these facts.  
In terms of infant feeding print materials and brochures, it would be culturally sensitive if 
policy-makers consider integrating a combination of western biomedical knowledge and traditional 
health beliefs in order to develop effective educational materials. In addition, healthcare policies 
should aim to place authoritative knowledge on mothers, while healthcare professionals function as 
agents to empower women to be experts (Dykes, 2002). In this way, we skip and probably subdue 
the capitalist and western technological notions imposed by multinational infant formula 
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companies, since governments are often hesitant to interfere in these political aspects. By making 
mothers experts and shifting the tone of authority to mothers, we do what Van Esterik (1994) 
asserts: ‘breastfeeding is the politicisation of the personal’ (p. S47).   
 Implications for future research  
Given the findings of this study, the infant feeing experiences of Vietnamese and Myanmarese 
mothers merit future research and knowledge refinement. It would be valuable to delve deeper into 
the cultural beliefs of each Myamarese ethnic group in a more holistic manner since, this study 
could only incorporate a handful of mothers from 4 ethnic groups. There were marked differences 
even within each ethnic group. 
 While the data collection and interpretation of this study was conducted through the 
guidance of language interpreters, the findings may have missed the linguistic complexities, cues 
and terminologies that are essential to the sphere of motherhood and infant feeding among these 
group of mothers. While it was not within the scope of this study to delve further into this 
fascinating dimension of culture, additional methodological aspects could be considered in future 
research to address the aspects of interpretative linguistic anthropology, femininity and infant 
feeding as widely done in some Chinese studies (Chen, 2010; Lu, 2016). 
 In addition to maternal voices, the building of a culturally sensitive environment would also 
benefit from gathering the experiences and perspectives of healthcare professionals, bicultural 
health workers and policy-makers who serve women from refugee and multicultural backgrounds. 
While some studies have delved into maternity care separately, (Niner et al., 2013; McFadden et al., 
2014) using a participatory driven research process for mothers from specific cultural groups would 
render a thorough and holistic viewpoint of the aspects of care that could be improved for these 
groups of women. Future research should also focus on understanding the connection between 
pregnancy, childbirth and the postpartum phase, since this study did not manage to capture the 
liminal transitions that mothers go through during pregnancy. This lack of information highlights 
the need for future research since the knowledge of embodied experiences of mothers is vital to 
establishing a healthy Australian society.  
 
As an overall picture, breastfeeding is a complex human experience that encompasses maternal 
perceptions of themselves, their relationship with their infant, family, health professionals and 
society and is also conditioned by the social space that mothers live within. This includes the 
cultural configuration of birth settings, societal outlook on breastfeeding and exposure to 
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modernised capitalism, technologies and ideologies. Although formula-feeding is currently the 
predominant norm of infant feeding in urban Vietnam and Myanmar, the adherence to breastfeeding 
in the case of Myanmarese mothers in this study suggests that the absence of exposure to modernity 
during their term as marginalised ‘transitory people’ in neighbouring countries could be the key. 
The nature of resettlement of new versus more established Vietnamese mothers differs since the 
former group arrived directly into the detention camps of Australia, which had its own set of spatial 
rules. The latter group arrived as child- or teenage-refugees decades ago, have been conditioned to 
the Australian norms, and possessed the symbolic capital that enabled them to view and negotiate 
modernity differently. Thus, understanding the social processes that shape infant feeding decisions 
would be an important endeavour in addressing spatially grounded barriers and increasing 
breastfeeding practice. Since breastfeeding is an embodied experience and the findings of this study 
show that maternal-infant embodiment and inter-embodiment are disrupted in the western setting, 
implications that promote reintegration of cultural aspects of motherhood, be it at the interpersonal 
or ecological (institutional and societal) level will foster maternal-infant ‘oneness’. This could be 
achieved by breaking down language barriers, educating societies on the norms of breastfeeding 
through social media, re-establishing mothers as experts and integrating the traditional and western 
health understanding into a harmonious balance. 
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APPENDICES  
Warming up Before we get into details, would you like to tell me about 
yourself? Where you come from? Your length of stay in 
Australia, what you do and also a about your baby “X” and other 
children? 
 
This session is about understanding: 
1. The post-birth beliefs in your culture  
2. The basis to infant feeding prior to arrival here 
3. The experience of infant feeding in Australia  
4. The infant feeding messages in Australia and 
recommendations  
Questions Issues Probing  
What are the post-birth and 
dietary beliefs and practices 
in the Karen and Chin 
culture?  
 
 Rituals 
 Restrictions 
 Taboos 
 Significance 
 Food that promote and 
halt lactation 
 Australia  
 Feeling  
 Solutions 
What is the basis to which 
refugee women make infant 
feeding decisions? 
 
 Infant feeding norm 
 Personal experience of 
infant feeding in 
countries of origin, 
transit or refugee 
camps 
 Reasons  
 Common practice? How 
/ why does it differ? 
How are you feeding ‘X’ in Australia? 
What a refugee women’s 
experience of infant feeding 
in Australia? 
 
 
Can you tell me more about 
your infant feeding 
experience? 
 Good, bad and 
unpleasant aspects  
 How do you feel about 
it? 
Can you tell me more about 
your infant weaning practices? 
(only if the baby has begun 
weaning) 
 Timing  
 Challenges 
 Messages 
 Feeling 
 
Can you tell me more about the 
social networks you engage in 
that affects your infant feeding 
decision? 
 Examples 
 Navigation plan  
What are the nature of infant 
feeding messages received in 
Australia? 
 What 
 Source  
 Feeling  
 Basis of feeling  
 Recommendations for 
improvement  
 Is there any other aspects of your infant feeding experience that 
you would like to share? 
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Warming up 
Questions  Issues  Probing  
What is your experience of 
motherhood? 
Pre-/post- resettlement  
 Roles  
 Identities 
 Feeling about the 
change  
 
What are the perceptions 
surrounding infant health 
and growth in according to 
infant feeding methods and 
decisions?  
What is your perception of a 
health infant?   
 Why  
How do you know when child 
 Is healthy   
 Perspective of  
traditional beliefs   
Thoughts on breastfeeding and 
formula-feeding?  
 Beliefs  
 Meaning  
 When started 
 Thoughts on first 
milk/colostrum  
 Substitutes/pre-lacteal 
(if any) 
Weaning in your culture? 
 Beliefs  
 Meaning  
 When  
 Readiness cues  
 First food & meaning 
 Progression  
Other issues surrounding 
motherhood and infant 
feeding that you would like 
to tell us about?  
 
As we come towards the end of the interview sessions, we value your insights and you have 
enlightened us in a very special way. The next section is a bit different from the other types of 
questions we have asked. For this section, we will ask you to complete a drawing (you could 
choose from the three listed options) on your experience as mother and nurturers of your baby. 
Please know that you do not have to be an artist, all we ask is that you do the best you can. Just 
like the questions in this interview, there is no right or wrong answers, or in this case, images. Any 
image you create is simply an expression of your feeling and thoughts and will be greatly valued.  
 
 The reason for this exercise is because we value to unspoken content of your experience and in a 
way will help us to understand your joys, struggles and meanings in a deeper manner that we 
could inform the healthcare professionals to treat you better in the near future, I would appreciate 
that you do the drawings here now. However, you’re welcome to do it along the time to suits you 
and we will collect it in the next few days 
 
1. What first comes to mind when you think of infant feeding? Could you draw me a picture 
of what you’re thinking of? What does this mean to you?  
 
2. Can you draw me a picture of your feelings of feeding your baby in Australia (in  
    relation to your infant feeding choice?). It can be of joys and struggles.  
 
3. Can you draw me a scene/ image of life with regards to feeding your infant that you recall 
most    (either in the camps or in Australia). Can you tell me more about its significance? 
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Are you from Burma? 
A mother? 
Had a baby in Australia? 
Also preferably have the experience/knowledge of 
infant feeding before arriving in  Australia? 
We would love to learn about your experiences  
of feeding your baby  
 
Contact Evelyn Pe at 04 1228 8658 for details 
 
 
 
 
 
 
 
Are you from Vietnam? 
A mother? 
Had a baby in Australia? 
Also preferably have the experience/knowledge of 
infant feeding before arriving in  Australia? 
We would love to learn about your experiences  
of feeding your baby  
 
Contact Dianne mai at 04 2623 9388 for details 
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Age  
18-24 
25-34 
35-44 
45-54 
55 and above  
 
 
   
 
 
 
 
Educational levels  
Not schooled 
Primary 
High school 
Higher Education 
Trainee 
 
 
   
 
 
 
Visa category  
Permanent Resident 
Special Humanitarian Programme  
Australian Citizen  
 
   
 
Nationality and Ethnicity 
 
 
 
 
Marital status  
Married  
Single  
Living with permanent partner  
Widowed 
 
   
 
 
Religion  
 
 
 
Employment status  
Housewife 
Full time job 
Part time job  
 
    
 
Length of stay in Australia 
Year(s) 
Size of household  
Occupants  
 
 
Transit camp(s)  
 
 
 
 
 
Extended family in Australia  
Yes 
No 
Transport 
Yes 
No 
Housing  
Shared accommodation 
Single Unit  
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Table F.1: Socio-demographic of Vietnamese mothers  
Pseudonym English 
Literacy   
Age  Education  Religion  Years in 
Australia  
Children  
 
Family  Occupation  Housing Township 
Giang Yes 35-44 Tertiary  Catholic  26 3 Extended, became nuclear 
after mother died  
Accountant 
(homemaker) 
Single  Suburban  
Hien No 45-54 Tertiary Catholic 16 2 Nuclear Homemaker  Single  Suburban 
Cuc No  35-44 Tertiary Catholic 26 5 Nuclear Homemaker Single  Suburban 
Dung No  25-34 Secondary  Catholic 6 2 Nuclear Pre-school 
teacher 
Single  Suburban 
Thuy Yes   35-44 Tertiary Catholic 27 2 Divorced, living with 
children 
Nurse  Single  Suburban 
Yen No 35-44 Secondary Catholic 3 5 Nuclear Homemaker Single  Suburban 
Bian No  25-34 Secondary  No 
religion 
3 2 Nuclear, husband still in 
detention  
Part time 
beautician  
Shared  Suburban 
Kim No  25-34 Tertiary Catholic 3 1 Nuclear  Homemaker Shared  Suburban 
Thao Yes  35-44 Tertiary  Catholic 25+ 1 Extended  Nurse Single Metropolitan  
Hanh Yes  45-54 Tertiary  Catholic 33 3 Divorced, living with 
children 
Analyst  Single Suburban 
Xuan Yes 35-44 Tertiary  Catholic 30 2 Divorced, living with 
children 
Child-carer Single Suburban 
Tuyet No 35-44 Primary  Catholic 3 3 Nuclear, husband still in 
detention 
Homemaker  Single  Suburban 
Sang No 25-34 Primary  Catholic 3 2 Nuclear Homemaker  Single  Suburban 
Loan Yes  35-44 Tertiary Catholic 18 2 Nuclear Accountant 
(homemaker)  
Single Suburban 
Chau No 25-34 Secondary  Catholic 9 3 Nuclear Homemaker Single Suburban 
Long Yes   25-34 Tertiary Catholic 20 3 Extended Nurse  Single  Suburban 
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Table G.1: Socio-demographic of mothers from Myanmar  
Pseudonym English 
literacy 
Ethnic  Transit  Age  Education  Religion Years in 
Australia  
Children  
 
Family  Occupation  Housing Township 
Mya No Karenni Thailand  25-34 Secondary  Christian 5 3 Extended  Homemaker  Single  Suburban 
Shein No Chin India  25-34 Secondary Christian 2 2 Nuclear Homemaker Single Suburban 
Hla No Chin Malaysia 
  
25-34 Secondary Christian 8months 2 Nuclear  Homemaker Single Suburban 
Aung No Chin Malaysia 25-34 Primary Christian 2 3 Nuclear Homemaker Single Suburban 
Thiri No Karenni Thailand   25-34 Primary Christian 10months 2 Extended Homemaker Single Suburban 
Kay No Chin Malaysia 25-34 Primary Christian 3 3 Nuclear Homemaker Single Suburban 
Yadana No Karen Thailand  25-34 Secondary Buddhist 4 3 Extended  Homemaker Single Suburban 
Marlar Yes Karen  Thailand  25-34 Secondary  Buddhist 8 3 Extended Full-time  Shared Suburban 
Htet No KArenni Thailand  25-34 Secondary  Christian  6 2 Extended Homemaker Single Suburban 
Theingi No Karen  Thailand 61 - Buddhist 4 7 Extended Homemaker Shared Suburban 
Aarya No Karen Thailand  25-34 Primary Buddhist 4 4 Extended  Homemaker Single Suburban 
Zauza No Karen Thailand  25-34 Primary  Christian  6 2 Extended Homemaker Single Suburban 
Phu No Karen Thailand  25-34 - Christian  7 5 Extended Homemaker Single Suburban 
Ava No Karen Thailand  35-44 Primary  Christian  9 4 Extended Homemaker Single Suburban 
Sandi No Karen Thailand  45-54 - Christian  4 7 Extended  Homemaker Single Suburban 
Thein Yes  Karen Thailand 25-34 TAFE Christian 6 1 Extended  Homemaker Single Suburban 
Ttlwin No Karen Thailand 
 
55+ Tertiary Christian 6 5 Extended  Homemaker Single Suburban 
Zaw No Karen Thailand 25-34 Secondary  Christian 6 3 Extended  Homemaker Single Suburban 
Nguwar No Kachin Malaysia 35-44 Secondary  Christian  6 3 Nuclear Homemaker Single Suburban 
Yati No Karen  Thailand  25-34 Secondary  Christian 2 2 Extended  Homemaker Single Suburban 
Shreya No Kachin Malaysia 25-34 Tertiary Christian 7 3 Nuclear Homemaker Single Suburban 
Htay No Kachin Malaysia  25-34 Secondary  Christian 3 3 Nuclear Homemaker Single Suburban 
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The production of the image 
 Was the participant comfortable with the request to produce the drawing, what was the 
participants response when prompted to produce the image? 
 When and where was the image made  
 How about the researcher-participant relationship? Did it change when the drawing was 
prompted and after it was completed? Note the change (if applicable) 
 Was the participant able to draw the image themselves or did they require any assistance? 
Detail the type of assistance required.  
 What are the relations between the participant and the subject of the image? 
 
Details of the image 
 What is being shown in the image? (components and arrangements) 
 What are relationships between components in the image? 
 How did participants relate their choices of colors? What colors were used and what is the 
significance of the color to the participant? 
 What do different components in the image signify? What is being represented?  
 What knowledge is being deployed? And whose are they? 
 Is this a contradictory image as to what they conveyed during the interviews? 
 
The relationship between the image and the audience  
 Who is the original audience of this image? 
 Where is the viewer positioned in relation to the components of the image? 
 What relation does this produce in relation to the components of the image? 
 Is there another interpretation of the drawing? 
 How could the image be redisplayed?  
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Project Title: Feeding an Infant in a Foreign Land: The Lived Experiences of mothers of refugee 
backgrounds in Brisbane, Australia 
Lay title : The experiences of feeding your infant in Australia  
Principle Investigator: June Mabel Joseph (PhD student, The University of Queensland) 
Supervisors: Associate Professor Wendy Brodribb (UQ) ; Professor Pranee Liamputtong (La Trobe 
University)  
This form and the accompanying Participant Information Sheet have been given to you for your 
own protection, and contain an outline of the proposed study.  Your signature in the Participant 
Statement of Informed Consent will indicate that you agree to participate in the study, and that: 
1. you have been  given clear information about the study, both written and verbal and 
understand what is required of you;  
 
2. you understand that participation is voluntary for the interviews, photo-elicitation and 
drawing exercises. You can refuse to answer any question and are free to pull out of the 
study at any point for any reason;  
 
3. you understand that the interviews will be recorded and transcribed word-for-word; 
 
4. you understand that your name will not be linked to the information from the interviews or 
drawings; 
 
5. you understand that your personal information will be stored securely and separately to 
interview recordings and copies; 
 
6. you understand that you will not be able to be identified in any way in any report on the 
study;  
 
7. you have opportunities to ask questions about the study and are aware that you are free to 
ask any further questions at any time;  
 
8. you may direct any inquiries and further questions to Ms. June Mabel Joseph on 07 3346 
5144.  You may also direct complaints and concerns regarding the ethical conduct of this 
investigation to the Ethics Officer on 07 3365 3924; 
 
9. you may receive a copy of a summary of the information from this study by completing the 
address details in the statement of informed consent form on the next page.  
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Project Title: Feeding an Infant in a Foreign Land: The Lived Experiences of mothers of refugee 
backgrounds in Brisbane, Australia 
Lay title : The experiences of feeding your infant in Australia  
Principal Investigator: June Mabel Joseph 
Supervisors: Associate Professor Wendy Brodribb (UQ) ; Professor Pranee Liamputtong (La Trobe 
University)  
 
 
I, ___________________________, have read (or where appropriate, have had read to me) and 
understood the contents in the Participant Information Sheet and consent form, and any questions I 
have asked have been answered to my satisfaction. I agree to participate in this project including: 
In-depth interview                                                                                   YES                        NO   
Photo-elicitation                                                                                      YES                        NO 
Drawings                                                                                                 YES                        NO 
I also agree to be: 
Audio-recorded                                                                                        YES                       NO 
I realise that I may withdraw at any time, and the data arising from my participation will be 
destroyed if the request is received within four weeks of the completion of my participation in the 
study. I agree that research data provided by me or with my permission during the project may be 
included in a thesis, presented at conferences, published into journals or books on the condition that 
neither my name nor any other identifying information will be used.  
 
Name of participant (block letters): _____________________________ 
Signature: __________________________________________________ 
Address: ___________________________________________________ 
Name of investigator (block letters): _____________________________ 
Signature: __________________________________________________ 
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